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January 2015

To the Residents of Washington State:

| am pleased to submit the 2014 Wran| Report of the Office of the F
This report provides an account of OFCOO8s actiyv
OFCO thanks the parents, youth, relatives, foster parents, professionals and others wiheibrought
concerns to our attention. We take their trust in our office most seriously.

During this reporting perio@FCO experienced a sharp increase in the number of complaints received
and completed 669 complaint investigations regarding 1,051 child&& families. More thaneo

out of every nine complaints was handled as an
either a childés i mmedi ate safety or an hargent
separation an@unification of families and the safety of children living at home or in substitute care

were by far the most frequently identified issues in compliaiatilition to complaint investigations,

OFCO monitors practices and procedures within the chiltevelfstem and makes recommendations

to better serve children and families. Systemic issues and recommendations discussed in this report
include continued efforts to improve the adoption process and protect children, the implementation
status of Child Fality Review recommendations, and preventable infant fatalities related to unsafe sleep
environments.

After serving as Director since 2002 and as an
Meinig retired as of November 30, 2014. This repog, @linthe many other Annual Reports and

speci al reports issued under Ms. Meinigds | eade
and serve the children and families involved wi
express my appreciation to Governor Inslee who has made protecting children from abuse and neglect, a
priority of Results Washirigesmwell as to the Legislature, the Department of Social and Health Services,
private agencies and advocates who are ttechtaiexcellence in child welfare outcomes. | am proud

of OFCO&6s work on behalf of individua-basedhi | dr en
systemic i mprovements to keep children safe and

Sincerely,

Patrick Dowd, JD
Acting Director Ombuds

1 Seehttp://results.wa.gov/
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EXECUTIVBUMMARY

¢KS hCCL/9 hC ¢19 ClaL[, !b5 /1L[5wW9bQ{ ha.! 5{
Legislature to ensure that government agencies respaparopriately to children in need of state
protection, children residing in state care, and children and families under state supervision due to
allegations or findings of child abuse or neglect. The office also is intended to promote public
awareness abat the child protection and welfare system, and to recommend and facilitate broad

based systemic improvements.

CKAA& NBLEZ2NI LINPOGARSA |y F002dzyd 2F hC/ hQa O2YLX
HaAMoX (KNRdAZAK ! dzadza i atvewdviews ofshildfatdiitCdases(danuarR Y A y A a G N.
through December, 2013); and administrative review of near fatalities (January through October,

2014). This report also provides recommendations to improve the quality of state services for

children and famiés.

CoREDUTIES

The following duties and responsibilities of the Ombuds are set forth in state’laws:

Respond to Inquiries:
t NEGARS AYF2NXYIGA2Y 2y (GKS NAIKGEA YR NBalLRyaio
services, and on the predures for accessing these services.

Complaint Investigation and Intervention:

LYy@SaaAalrisSs dzaklry (GKS hYodzZRAQ 26y AYAGAIGAGBS 2N
alleged to be contrary to law, rule, or policy, imposed without an adequaterment of reason, or

based on irrelevant, immaterial, or erroneous grounds. The Ombuds also has the discretion to

decline to investigate any complaint.

System Oversight and Improvement:

1 Monitor the procedures as established, implemented, and practigethb department to
OF NNB 2dzi AG&a NBalLRyairAoAfAdAisSa Ay RStEAGSNAy3
GKSY FLIIINBLNAIFIGS YR Syad2NBE OKAf RNByQa KSIf i

1 Review periodically the facilities and procedures of state institutions sertifdyen, and
state-licensed facilities or residences;

1 Recommend changes in law, policy and practice to improve state services for families and
children; and

1 Review notifications from DSHS regarding a third founded report of child abuse or neglect,
within atwelve month period, involving the same child or family.

Annual Reports:
f {dzoYAG Iy FyydzZf NBLR2NLO G2 GKS [S3IratldArodsS |/
governor analyzing the work of the office including recommendations; and

2RCW 43.06A and RCW 26.44.030.
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1 Issue an annual repbto the legislature on the status of the implementation of child fatality
review recommendations.

INQUIRIES ANGOMPLAINTNVESTIGATIONS

OFCO received 1,349 contacts from families and citizens seeking assistance or information about

the child welfaresystem in 2014. Approximately 53 percent of these contacts were formal

complaints requesting an investigation. Between September 1, 2013 and August 31, 2014, OFCO
completed 669 complaint investigations regarding 1,051 children and 635 fanfgei® pevious

years, the separation and reunification of families and the safety of children living at home or in

substitute care were by far the most frequently identified issues in complaints. More than one out

2T SOSNE yAyS 02YLX I dnrieigenyid/éstightion ab ey invOINK iSsBash | T 2
of imminent child safety or webeing.

OMBUDS INACTION

The annual report describes four main categories of Ombu@si A 2y 1y 26y & a aAyd SN
These include inducing the agency to takerectiveaction;facilitating resolutiorof a complaint or

an error identified by OFCG@nd assisting the agency in avoiding errazenducting better practice
andpreventing future mistakes.

Thirty-nine complaints required intervention by OFCO. In an additi8A complaints, OFCO
provided substantial assistance to resolve the complaint issue. The vast majority of complaints in
which OFCO intervened or assisted resulted in the complaint issue being resolved.

In 2014, OFCO made 36 formal adverse findingsagain t KS /! ® hC/ h LINR@BARSa |
Administration (CA) with written notice of adverse findings resulting from a complaint investigation.

CA is invited to formally respond to the finding, and may present additional information and
requestarevisionofth FAYRAYIDP ¢KAA LINRPOSaa LINRPOARSA (NI Y3
accountability for DSHS.

REVIEW OERITICAINCIDENTS

The Ombuds conducts administrative reviews of cases of recurrent child maltreatment as well as of
all fatalities both involvig child abuse or neglect and cases unrelated to child maltreatment, and
YSENI FlLOFIfAGASE 2F OKAfRNBY ¢6K2aS FlLYAte& KIR |y
death. During this reporting period OFCO conducted 224 administrative revientaal incident
caseg; 61 child fatalities, 17 near fatalities and 146 notifications of recurrent maltreatment.
Through these reviews, OFCO identifies common factors and systemic issues regarding these critical
incidents. Key points discussed in thestion of the annual report include:
1 The vast majority of child fatalities related to maltreatment involved children under the age

of three years. Unsafe sleep practices continue to be a leading factor associated with infant

deaths. The statewide workgroup (in which OFCO participated) established by CA in June

2013 to improve safy outcomes for this vulnerablgroup of children has concluded its

work, resultngin significant policy changes regarding casework practice with families who

%The interagency agreement between OFCO and CA was establishyember 2009.

| #EEAA T £ OEA &ATEIU ATA #EEI AOAT 80 /1 AOAO Page3



have an infant As of November, 2084 Ol 8 S¢2NJ SNE VYdzad FaasSaa Ay
and ensure that families have critical information regarding infant care.

1 Neglect continues to constitute the largest number of the founded reports and is more
likely to recur tlan physical or sexual abuse.

9 Caregiver substance abuse remains the most prevalent risk factor in cases of recurrent
maltreatment.

WORKING TMAKE ADIFFERENCE

Ongoing Efforts to Improve the Adoption System

hC/ hQa Hnanmm ! yydz £ wSetdaide ofRdopt€d draldies. R reSgods& OFCHOT a4 S
and CA established a committee to examine this issue in greater detail and make recommendations

G2 AYLNRB@S G(GKS FTR2LIGAZ2Y LINROSadaad ¢KS O2YYAUGSSQ
September 2012y1 CS o6 NHzZt NB wamnX GKS 2 aKAy3dz2y {d1F3S o
G¢KS 9ELISNASYOSa YR t SNELISOGAGSE 2F 21 aKAy3adzy
calling for enhancegostr R2 LJGA 2y &ASNIWAOSA ¥F2NJ Toit deactickSoswv® h C/ h ¢
many of the recommendations made in the 2012 committee repaxte been implemented in

recently proposed changes to regulations gming the adoption process

Child Welfare Legislation

'a LI NI 2F (GKS h Yo dzRa Q prevéniedts, OFCO e ® aridaBalyles 4 8 4G S Y
proposed legislation and testifies before the Legislature on pending bills. This section provides a
highlight of those bills for which OFCO provided testimony or those which impact the child welfare
system, includindills to improve the adoption process, providgcaney representation for

children in dependency proceedings, axtendfoster care for youth after age 18.

SYSTEMMPROVEMENEFFORTS

Implementation of Child Fatality Review Recommendations

I KA f RNIhigt@ton (CA ¥onducts a child fatality review when the death of a child was

suspected to be caused by child abuse or neglect, and the child was in the care of, or receiving

services from, the department at the time of death, or in the past year. Thgose of these

NEJASsa Aa (2 AYyONBFaS GKS F3SyoOeQa dzyRSNREGFYRA
to evaluate practice, programs and systems and make recommendations to improve the health and
safety of children. OFCO is required to issneanual report to the Legislature on the

implementation of these recommendations.

This past year, OFCO reviewed the status of 120 recommendations resulting from 32 child fatality
reviews conducted between January 2012 and April 2QECO found that 68egpcent of the
recommendations were either completely implemented or in the process of implementation, while
25 percent were considered, but not implemented. Topic areas identifjetthese

recommendations are: increase trainingiprove caseworker practice and sgrengthen community
partnershigs. Many of the training recommendations addresisild safety;domesticviolence;

chemical dependency; andantal health issues.
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TERMS ANIACRONYMS

AAG
AIRS
ARS
ARY
BRS
CA
CA/N
CASA
CDR
CFR
CHINS
CNFR
CPS
CPT
CFWS or CW
DBHR
DCFS
DDD
DEL
Dependent Child
DOH
DLR
DSHS
ECFF
ECNFF
EFSS
FamLink

FAR
FRS
FVS
GAL
ICPC
OFCO
SDM
VSA

| EFEEAA

Assistant Attorney General
Administrative Incident Repting System
Alternative Response System

At Risk Youth

Behavioral Rehabilitation Services

/| KAt RNBy Qa

| RYAYAAGNY GAZY

Child Abuse and Neglect
Court Appointed Special Advocate

Child Death Review
Child Fatality Review

Child in Need of Services
Child NeaiFatality Review
Child Protective Services

Child Protection Team

Child and Family Welfare Services or Child Welfare Services
Division of Behavioral Health and Recovery
Divigon of Child and Family Services
Division of Developmental Disabilities
Department of Early Learning

A child for whom the statis acting as the legal parent

Department of Health

Division of Licensed Resources
Department of Social and Health Services
Executive Child Fatality Review
Executive Child Nedfatality Review

Early Family Support Services

/v Qa {GFaGS

gARS

(computerized recor&keeping systm)
Family Assessment Response
Family Reconciliation Services
Family Voluntary Services

Guardian Ad Litem

ldzi2YIl G§SR

Interstate Compact for the Placement of Children

hTFAOS 27

iKS Cl YAtE@

Structured Decision kking
Voluntary Service Agreement

I £ OEA &AITEI U AT A #EEI AOAT 80O /1
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THEROLE O©OFCO

G¢KAY3Ia g2dA RYyQld KIF @S Y20OSR

| EFEEAA

KA a

lj dzA O € &

~ Foster Adopt Parent, on establishing permanency
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THEROLE O©OFCO

TheWak& Ay 3d2y {GFGS [SAA&f GdzZNBE ONBI (§ SRY(@FKS) inh FFAOS 2
1996, in response to two high profile incidents that indicated a need for oversight of the child welfare

system> OFCO provides citizens an avenue to obtain angedéent and impartial review of

Department of Social and Health Services (DSHS) decisions. OFCO is also empowered to intervene to

induce DSHS to change problematic decisions that are in violation of the law or that have placed a child

or family at risk oharm, and to recommend systemide improvements to the Legislature and the

Governor.

 Independencehy S 2F hC/ hQa Y2ad AYLERNIFYyG FSIFGdzNBa Az
review and analyze complaints in an independent manner allows the office to rmitga
reputation for integrity and objectivity. Although OFCO is organizationally located within the
hFFAOS 2F (KS D2OSNYy2NE Al O2yRdzOGa Ada 2LISNI
Olympia. OFCO is a separate agency from DSHS.

1 Impartiality. The Ombuds acts aseutral investigatorand not as an advocate for individuals
who file complaints, or for the governmental agencies investigated. This neutrality reinforces
the credibility of OFCO.

1 Confidentiality. OFCO must maintain thednfidentialty of complainants and of information
obtained during investigations. This protection makes citizens, including professionals within
DSHS, more likely to contact OFCO and to speak candidly about their concerns.

9 Credible review proces€OFCO has a credilieview process that promotes respect and
O2yTARSYOS Ay hC/hQa 20SNRAIKG 2F 5{1{® hYodzRa
AYy@SaGAdarGAaAz2ya Aya2 YFGGSNAR 2F 16> FRYAYAAGNT
collective experience and expise in child welfare law, social work, mediation, and clinical
practice and is trained in the United States Ombudsman Association Governmental Ombudsman
Standards. In 2009 OFCO and DSHS entered into arag@acy agreement to improve
communication, acauntability and bring greater clarity to the working relationship between the
two agencies.

AUTHORITY

| YRSNJ OKFLIGSNI w/ 2 nodnc! s GKS [S3IAatGdNE SyKIyOS
broad access to confidential DSHS records andl tBeS y O & Q& O 2 Yrhddagenhik dys$er. tO & S
also authorizes OFCO to receive confidential information from other agencies and service providers,

* State law requires that all statutes must be written in gendeutral terms unless a specification of gender is

intended.t dzNBE dzl yi (2 [/ KFLIWISNI Ho [l ga 2F wnmoX GKS GSNY a2YodzZRAYIY
& 2 Y 0 daRtp:/gadps.leg.wa.gov/documents/billdocs/20184/Pdf/Bills/Session%20Laws/Senate/508BL . pdf

®The death of three year old Lauria Grace, who was killed by her mothikr wunder the supervision of the Department of

Social and Health Services (DSHS), and the discovery of years of sexual abuse between youths alitka<28HH3< Boys

Ranch. The establishment of the office also coincided with growing concerns abo DBt S | Yy R LINF OG A O0S&a Ay
child sexual abuse investigations.

®The interagency agreement is available onlinehétp://ofco.wa.gov/documents/interagency_ofco_dshs.pdf

| #EEAA T £ OEA &ATEIU ATA #EEI AOAT 80 /1 AOAO Page7


http://apps.leg.wa.gov/documents/billdocs/2013-14/Pdf/Bills/Session%20Laws/Senate/5077-S.SL.pdf
http://ofco.wa.gov/documents/interagency_ofco_dshs.pdf

including mental health professionals, guardians ad litem, and assistant attorneys geRE@0

operatesdzy RSNJ | aKAStR flg S6KAOK Ffft2ga hC/h (2 LINRBGSH
records and the identities of individuals who contact the office. This encourages individuals to come

forward with information and concerns without fear of possibd¢aliation. Additional duties have been

assigned to OFCO by the Legislature in recent years regarding the reporting and review of child fatalities,

near fatalities, and recurrent maltreatmeft.

OFCO derives influence from its close proximity to the @mreand the Legislature. The Director is

appointed by and reports directly to the Governor. The appointment is subject to confirmation by the
Washington State Senate. The Direefimbuds serves a thregear term and continues to serve in this

roleuntilad dzOOS&a2NJ A& FLILRAYGESR® hC/ hQad 6dzRISGXT 3ISYSNI
NEO2YYSYyRIGA2yad I NBE NBOASHGSR o0& (GKS [S3aAratl iArAdsS |

WORKACTIVITIES

OFCO performs its statutory duties through its work in four areas, cilyreonducted by6.8 full time
employees

9 Listening to Families and Citizerladividuals who contact OFCO with an inquiry or complaint
often feel that DSHS or another agency is not listening to their concerns. By listening carefully,
the Ombuds canféectively assess and respond to individual concerns as well as identify
recurring problems faced by families and children throughout the system.

1 Responding to Complaint§’he Ombuds impartially investigates and analyzes complaints
against DSHS and ethagencies. OFCO spends more time on this activity than any other. This
SylrotSa hc/h (2 AyiSNWBSyS 2y OAGAT SyaqQ oSKLIf¥F
problematic policy and practice issues that warrant further examination. Impartial investigations
also enable OFCO to support actions of the agency when it is unfairly criticized for properly
carrying out its duties.

9 Taking Action on Behalf of Children and Famili#@e Ombuds intervenes when necessary to
avert or correct a harmful oversight or stiike by DSHS or another agency. Typical interventions
Ay Of dzRSY LINEYLIGAY 3 (GKS |3Syoe G2 dGr1S | aof2a
AKINAY3IT YSRAFGAY3I LINBPFSaaAiazylf RAaAFINBSYSyidarT
analyses withthe agency to correct a problematic decision. These interventions are often
successful in resolving legitimate concerns.

1 Improving the SystemThrough complaint investigations and reviews of critical incidents
(including child fatalities, near fatalitieand cases of children experiencing recurrent
maltreatment), OFCO works to identify and investigate systéde problems, and publishes its
findings and recommendations in public reports to the Governor and the Legislature. This is an
effective tool for edgating state policymakers and agency officials about the need to create,
change or set aside, laws, policies or agency practices so that children are better protected and
cared for and families are better served by the child welfare system

"See also RCW 13.50.100(6).
®See RCW 74.13.640(1) (b); 74.13.640(2); and 26.44.030(13).
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. LUSTENINGOFAMILIES ANRITIZENS

1 Inquiries and Complaints
1 Complaint Profiles
1 Complaint Issues

GLF y2iKAyYy3 StasSs (K
0S0ldzaS hcC/h

~ Foster Parent
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INQUIRIES ANGOMPLANTS

The Ombuds listens to families and citizeris contactthe office with
guestions or concerns about services provided through the child

protection and child welfare system. By listening carefully, the Ombuds

able to respond effectively to theinquiries andcomplaints

This section describeswtacts made by families and citizens during
HnMmn TNSep@nbdl B 301 taA8dustB1, 2014,

hC/ hQa
Data from previous reporting years is included for comparison.

CGONTACTS TOFCO

Families and citizens contacted OFC819times in 2014. Ofttese
contacts, over 47 percent weiaquiriesmade by people seeking

information while nearly 53 percent were formamplaintsseeking an

investigation by an Ombud#\s Figure 1 shows, complaints encompass

majority of contacts to OFCO.

Figure 1Cortacts to OFCO
By Reporting Year (September 18tugust 31st)

52.9%
Complaints
44.1%
47.1%
Inquiries 2014 (n = 1349)
2013 (n = 980)
55.9% 2012 (n = 1255)
| FEEAA 1T £ OEA &ATEI U AT A #EEI AOAT 80

>

CONTACTSWhen families and
citizens contact OFCO, the
contact is documented as
either aninquiry or
complaint

INQUIRIESPersons call or
write to OFCO wanting basi
information on how the
office can help them with a
concern, or they have
guestionsabout the child
protection or child welfare
system. OFCO responds
directly to these inquiries,
some of which require
additional research. OFCO
staff refers other questions
to the appropriate agency.

GoMPLAINTSPersons file a
complaint with OFCO when
they have a specific
complaint against the
Department of Social and
Health Services (DSHS) or
other agency that they want
the office to investigate.
OFCO reviews every
complaint that is within its
jurisdiction
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COMPLAINT&RECEIVED

A complaint to OFCO must involve an act or omission by DSHS or astate@gency serving children
that affects:

1 Achild at risk of abuse, neglemt other harm by a parent or caretaker; or
1 A child or parent who ithe subject of a report of child abuse or neglect, or parental incapacity.

OFCO received 713 complaints in 2004 these 82 complaint(11.5 percent) were emergent.

Emergemn complaintsmost often involvammediate child safety concerns or situations in which timely
AYGSNIBSyGdA2y o6& hC/h O2dZ R YI 1S I &aA3ayhadmgOl yi
Complaints that raised the safety of children as a concern (includfetysconcerns that OFCO did not
see as imminent) numbered 19The two most common issues idéigd in complaintsnvolvedfamily
separation and reunification; and the safety of children living at home or in substitute care.

FHgure2: Complaints Receked
By Reporting Year (September 18tugust 31st)

900
800
700
600

500 O All Complaints

A Non-Emergents

400 © Emergents

Number of Complaints

300

200

120
100 72 75 76 81 90 80 82

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

Reporting Year
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As Figure 2 shows, complaints filed with OFCO decreased steadily between 2009 and 2013, but

increased sharply from 525 in 2013, to 713 in 20 noticeable increase in complaints occurred when

OFCO released itsnline versionof its complaint form, allowing citizens to complete the form and

submit it electronically, on March 25, 2014. Previously, although complainants were able to print the

F2NY FTNRBY hC/ hQa ¢S50 4aA (d@npletedfoBrivia tnail brifak. TKelinkreade2in & dzo Y A
complaints may therefore be explained in part by this improved access to our services. However, the
increase in complaints also reflects greater demands placed on the state child welfare system. This year

CA experiencd anincrease ireports to CPS of child abuse or neglest well aghe number ofreports

screened in fomninvestigation The number of tildren placed in foster carand with relatives, has

also increasedincluding youttrequiring intensve treatment and support progrants.

9According to data provided by CA, the total number of screened in CPS referrals in 2014 increased by 15% from 2012, and the
number of children in oubf-home care inazased by 11%.

| AFEEAA T £ OEA &ATEIU AT A #EEI AOAT 80 /i
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COMPLAINTPROFILES

PERSONS WHODMPLAINED

Parents, grandparents, and other relatives of the child whose family is involved with DSHS continued to
file the vast majority of the complaints with OFCO. As in previeassy few children contacted OFCO on

their own behalf.

Figure 3:Complainant Relationship to Children
By Reporting Year (September 1stugust 31stj°

50.5%
Parent 45.1%
29.5%
Relative 30.7%
7.4%
Foster Parent 7.8%
8.6%
Community Professional 12.0%
0.3%
Child 1.7%
1.0%
3.8% 2014 (n = 713)
Other 2.7% 2013 (n = 525)
3.0% 2012 (n = 554)

Based on complaints that were received in the reporting year
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How GOMPLAINANTEBIEARDABOUTOFCO

The majority of individuals filing complaints with OFCGcated that someone else referred them to

the office. Community professional¢e.g. teachers, counselors, child care providers, doctors, private
agency social workers, mental health professionals, attorneys, CASA/GALS) referred nearly one in five
complairants to OFCOAnNother one in five complainantsreferred by aDSHS employe@ 9.1

percent). Complainants have consistently found OFCO through eitheteanet searchor a phone
directory (17.0 percent); or have been referred family or friends(168 percent). A smaller proportion

of complainants knew of OFCO frorpravious contact9.7 percent). The remaining complainants (11.0
percent) did not specify how they heard about OFCO. The figure below shows how each category has
changed in recent years.

Figure 4:How Complainants Heard about OFCO

By Reporting Year (September 18tugust 31st)

19.6%
Community Professional 21.5%
22.1%
6.9%
Public Official
19.1%
DSHS Employee 21.9%
20.0%
17.0%
Internet / Phone Directory 13.5%
13.0%
16.8%
Friend or Family Member 15.8%
17.0%
9.7%
Previous Contact to OFCO 16.0%
13.0%
10.9% 2014 (n =713)
Other / Not Specified [ 4.4% 2013 (n =525)
m2012 (n = 554)
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RACE ANIETHNICITY OBOMPLAINANTS
hC/ hQa O2YLX I Ayd F2N) -théirraie aQdettnidityl for yhé paipases 6f2 A R
tracking whether theoffice is hearing from all Washington citizens.

Table 1Race and Ethnicity of Complainants
By Reporting Year (September 18tugust 31st)

OFCO Complainants* Comparison Population
2013 2014 WA State**

Caucasian 74.2% 78.1% 78.7%
African American 8.8% 8.0% 3.5%
American Indian or Alaska Native 4.6% 6.0% 1.4%
Asian or Pacific Islander 1.0% 1.5% 7.8%
Other 1.7% 0.6% 4.0%
Multiracial 4.8% 1.8% 4.6%
Declined to Answer 5.0% 3.9% -

Latino / Hispanic 8.6% 5.3% 11.2%
Non-Hispanic 91.4% 94.7% 88.8%

* Based on complaintseceived (as opposed to closdd)the reporting year
** U.S. Census Bureau, 2008-2012 American Community Survey 5-Year Estimates

RACE ANIETHNICITY OBHILDRENDENTIFIED ISNOMPLAINTS

The table below shows the race and ethnicity ggsorted by the complainant) of the 1,107 children
identified in the 713 complaints received, compared with children in placement through CA and in the
general state population.

Table 2Race and Ethnicity of Children Identified in Complaints
By Reportig Year (September 1sAugust 31st)

Children in OFCO Complaints* Comparison Populations
2013 2014 DCFS Placement** WA State Children***

Caucasian 66.5% 67.5% 62.6% 71.2%
African American 10.1% 8.1% 8.4% 4.0%
American Indian or Alaska Native 10.8% 9.8% 12.7% 1.7%
Asian or Pacific Islander 0.5% 2.3% 1.6% 7.2%
Other 2.6% 4.2% 0.3% 6.3%
Multiracial 7.9% 7.5% 14.1% 9.6%
Decline to Answer 1.6% 0.6% 0.4% -

Latino / Hispanic 12.8% 7.6% 16.9% 18.8%
Non-Hispanic 87.2% 92.4% 83.1% 81.2%

* Based on complaintseceived (as opposed to closad)the reporting year
** Data reported by Partners for Our Children (partnersforourchildren.org) 2012
** |.S. Census Bureau, 2008-2012 American Community Survey 5-Year Estimates
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AGE OKHILDRENDENTIFIED INOMPLAINTS

As in previous years, almost twibirds (61 percent) of the children identified in complaints to OFCO were
seven years of age or younger. Conversely, older adolesceniswend be identified in much smaller
numbers in the last three years.

Figure 5:Age of Children in Complaints
By Reporting Year (September 18wigust 31stf?

0-3 years 33.2%

4-7 years 27.9%

8-11 years 16.8%

12-15 years
[ 12.0%]

16-17 years [ 6.4%

0.4% 2014 (n = 1091)
18+years | 0.7% 2013 (n = 838)
I 1.0% m 2012 (n = 793)

11Age information was not collected for 20 children in 2013 and 16 children in 2014; children identified in more than one
complaint may be counted more than once
2Based on complats that were received in the reporting year
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COMPLAINTS BYSH$EGION

During the 2014 reporting year, 28 percent of complamése directed at DSHS Region 1, 34.9 percent
at Region 2, and 36.1 percent at Region 3, with the remaining one percent being directed at CA
Headquarters. The distribution of complaints concerning individual offices within each region is
provided in Appedix A.

Figure 6:0OFCO @mplaints by DSHS Regidh
By Reporting Year (September 18uigust 31st}*

17.2%
Region 1 North 17.9%
19.6%

10.8%
Region 1 South 8.8%
12.6%

18.1%
Region 2 North 15.1%
15.6%

16.8%
Region 2 South 20.1%
16.4%

16.0%
Region 3 North 19.1%
17.4%

20.0%
Region 3 South 17.7%
17.2%

1.0% 2014 (n = 674)
Central HQ [ 1.4% m 2013 (n = 498)
B 4% = 2012 (n = 502)

13 Regional information is not included where complaints involved-@énagencies (27 complaints in 2013 and 39 in 2014)
“Based on complaints that were received in the reporting year
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Region 2

North Region 1 North

Region 2

Region 3 South

Region 1 South

Table 3Comparison Bpulations byDSH3Region

Population* CA Clients Served**

Region 1 North (Spokane) 874,391 29,174
Region 1 South (Yakima) 620,663 22,799
Region 2 North (Everett) 1,125,651 34,037
Region 2 South (Seattle) 1,931,249 39,281
Region 3 North (Tacoma) 1,046,358 31,930
Region 3 South (Vancouver) 1,126,228 37,238

* Office of Financial Management (ofm.wa.gov/pop/), 2010
** Children's Administration (www.dshs.wa.gov/ca/), 2010
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COMPLAINTSSUES

As in previous years, issues involving geparation and reunificatio of families(raised339times in
complaints) and theafety of children living at home or in substitute cafeaised206times in

complaints), were by far the most frequently identified issues in complaints to OFCO. Complaint issues
involving bothchild safetyandfamily separation increaseffom last year

Figure 7:Categories of Issues Identified by Complainants
By Reporting Year (September 1stugust 31stj°

Child Safety

Dependent Child

37.2% Family Separation

35.5% 39.4% & Reunification
o (1)

Agency Conduct

Other Issues

2012 2013 2014
(n =718) (n =754) (n=912)

The table on the following page shows the number of times various specific isgb#sthese
categories were identified in complaints.

*Based on complaints thatere closed within the reporting year

Yalye O2YLXIFAYlFyGa NIA&S Ydf GALI S O2YLX SE AaadSas K2eSOSNI 2y
O2YLX FAyd GNYO1Ay3 RIEGEFEOFAST FyR NBLR2 NI S Rpok fnedddtally, a L aadzSa LRS
complainants often express concerns about communication failures, unprofessional conduct, retaliation, and inadequate or

delayed services, as issues secondary to the primary complaint issue(s).
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Table 4 Issues Identified by Complainants
By Reporting Year (September 1stugust 31stj’

2012 2013 2014
Child Safety 210 174 206
Failure to protect children from parental abuse or neglect 118 91 122
- Physical abuse 38 22 35
- Sexual abuse 25 17 23
- Emotional abuse 5 6 4
- Neglect/lack of supervision 49 43 56
- Other child safety issue 2 5 4
Failure to address safety concerns involving children in foster care or
e 51 44 41
other non-institutional care
Failure to address safety concerns involving child being returned to 27 18 29
parental care
Child safety during visits with parent 5 10 10
Children with no parent willing / capable of providing care 7 6 2
Failure by agency to conduct 30-day health and safety visits to child in 1 1 2
out-of-home care
Developmentally disabled child in need of protection 1 0 0
Safety of children in institutions / facilities (non-childcare) 2 3 0
Safety of children in childcare facilities (Department of Early Learning) 1 0 0
2012 2013 2014
Dependent Child Health, Well-Being, and Permanency 75 86 86
Failure to provide child with medical, mental health, educational or
: ; ) 15 21 28
other services, or inadequate service plan
Unnecessary / inappropriate change of child's placement, inadequate
- 28 25 19
transition to new placement
Inappropriate permanency plan / other permanency issues 11 16 12
Failure to provide appropriate adoption support services / other
o 15 11 11
adoption issues
Unreasonable delay in achieving permanency 3 0 5
ICPC Issues 2 6 5
Placement instability / multiple moves in foster care 3 1 3
Inadequate services to dependent / non-dependent children in
L . 0 5 2
institutions and facilities
Extended foster care; independent living service issues 1 1 1

"Based on complaints that were closed hviit the reporting year
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Table 4 (cont.)Issues Identified by Complainants
By Reporting Year (September 18tugust31st)

2012 2013 2014
Family Separation and Reunification 255 297 339
Failure to reunite family 67 33 83
Unnecessary removal of child from parental care 36 49 80
Failure to place child with relative 61 73 71
Failure to provide appropriate contact between child and parent / other
family members (excluding siblings) & & s
Other inappropriate placement of child 20 23 20
Unnecessary removal of child from relative placement 16 15 11
Inappropriate termination of parental rights 7 8 11
Concerns regarding voluntary placement and / or service agreements
for non-dependent children 2 ! 4
Failure to provide contact with siblings 4 0 4
Failure to place child with siblings 4 7 3
Failure to place child with other parent 1 1 0
Other family separation concerns 3 4 0

2012 2013 2014
Complaints about Agency Conduct 127 138 179
Communication failures 43 43 44
Unwarranted / unreasonable CPS investigation *° 19 24 38
Unprofessional conduct, harassment, retaliation, conflict of interest or
bias / discrimination by agency staff 4 23 29
Unreasonable CPS findings 28 21 28
Breach of confidentiality by agency 15 14 21
Inaccurate agency records 15 7 9
Heavy-handedness, unreasonable demands on family by agency staff 1 3 3
Failure to close CPS investigation in a timely manner - - 3
_Poor case management, high caseworker turnover, other poor service ’ 1 5
issues
Lack of coordination between DSHS Divisions 0 2 2

2012 2013 2014
Other Complaint Issues 51 59 102
Failure to provide parent with services / other parent issues 12 15 35
Violation of parent's rights 9 6 15
Lack of support / services and other issues related to relative / suitable
other / fictive kin caregiver 1 8 15
Children's legal issues 4 12 11
Lack of support / services to foster parent / other foster parent issues 4 5 9
Foster care licensing issues 9 4 8
Violations of the Indian Child Welfare Act (ICWA) 0 5 8
Foster parent retaliation 2 1 1
Retaliation against relative caregiver 0 3 0

8 |ncludes inadequate CPS investigation and delay in completing CPS investigation
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Family separation and reunificationontinues to be the most common category of complaint issues
(totaling 339 in 2014). Within this category, the two most common issues are: the unnecessary removal
of a child from a parent, and the failure ptace a child with a relative. Other common issues include
failure to provide parenthild contact, and failure to reunite the family. However, complaints about
family reunification have decreased over the past three years. OFCO has not receivefitargigni

number of complaints regarding siblings being placed in separate placements or lack of sibling contact.

OFCO investigated 206 complaints invohghiyd safety. Over half of these investigations focused on

concerns about theafety of nordependg’ i OKA f RNBY NBLIZNISR F2NJ Yt GNBL
Approximately twenty percent of the child safety complaints concerned the wellbeing of dependent

children in foster or relative careAdditionally, child safety issues during parehild visis and concerns

involving a child returning home are other frequent complaint issues

Nearly half of the complaints aboagency conducalleged unwarranted CPS investigations,

unreasonable CPS findings of child maltreatment, or the failure to close iav@Bgation in a timely

manner. This includes CPS investigations of child abuse or neglect by a parent as well as investigations
of licensed foster parents. The second most common complaint about agency conduct involves
communication failures by ageyestaff

Complaints regarding thieealth, wellbeing, and permanencygf dependent children reflect a steady
decrease in issues related tmnecessary or inappropriate change of placemdntcontrast, complaints
regarding thefailure to provide a childith servicedave increased each of the past three years.

Other complaint issue$requently raised in complaints include agerfiajure to provide parents with
services.Such complaintsften involve alleged delays in either referring a parent toguieed service

or actually beginning those services. Similarly, complainants often identfikaf support and/or

services to foster parents relative caregiversConcerns about services and support for parents, foster
parents, or relative caregivercomprised well over half of the complaint issues in this category. Other
y20l0fS A&aadadzsSa AyOf dzRSY OKAf RNByQa fS3rt AaadzsSarT
complaints alleged retaliation by the department against a foster pavemn¢lative caregiver.
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Ill.  TAKINGACTION ONBEHALF OF
VULNERABLEHILDREN ANBAMILIES

INVESTIGATINGDMPLAINTS

9 Completed Investigations and Results

1 OFCO in Action

ThC/ hQa ! ROSNAS CAYRAY
1 Agency Responses to Adverse Findings

GCKAA AR B KitES 4K hYodzRaYl yodé

~DCFS manager, in response to a call from OFCO to alert the agency to a casework error
gKAOK 2S8S2LJ NRAT SR I OKAfRQ&a al FSide
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INVESTIGATINGOMPLAINTS

hC/ hQa 321t Ay | O2YLX Ayl AlY{@S/AKMIEIRNBYYE AAR YAIRY ARSI
another agency has violated law, policy or procedure, or unreasonably exercised its authority. OFCO
then assesses whether the agency should be induced to change its decision or course of action.

OFCO acts as an impartiatt finder and not as an advocat the investigation focuses on
determining whether the issues raised in the complaint meet the following objective criteria:
1. ¢KS +FftS3aASR 3ISyOe FOGA2Y 62N Ayl OlGA2y0 Aa éAl
2. The action did occur.
3. The action violated law, policy or procedure, or was clearly inappropriate or clearly
unreasonable under the circumstances.
4, ¢KS | OGA2Y 41 & KI NXYTdz -béirg, ol righbt&dperRh&nént fantiEF G & = K S
harmful to appropriate family preseation/reunification or family contact.

Through impartial investigation and analysis, OFCO determines an appropriate response such as:

1 Where OFCO finds that the agency is properly carrying out its duties with regard to the
complaint issue, the Ombuds dams to complainants why the alleged conduct is not a violation
of law or policy or clearly unreasonable under the circumstances and helps complainants better
understand the role and responsibilities of child welfare agencies.

1 When OFCO makes an adveiigding regarding either the complaint issue or another
problematic issue identified by OFCO, OFCO may work to change a decision or course of action
by DSHS or another agency.

1 OFCO often concludes that the agency is acting within its discretion anddseddy exercising
its authority, yet the complaint identifies legitimate concerns. In these cases the Ombuds may
provide assistance to help resolve the complaint.
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COMPLETEINVESTIGATIONS ARBSULTS

COMPLETEINVESTIGATIONS

OFCO complete@69 complaint investigationgn 2014. These investigations involve®51 children

and more than 635 familiesAs in previous years, the majority of these investigations wenedard

non-emergent investigationg87.7 percent). More than one out of everina investigations (12.3

LISNODSyYy G0 YS{G hC/ hQameudiivEshgation].& &Hed theyallegafiohsinkhé3 | y
O2YLIX Ayl Ay@2t @S SAGKSNI I OKAftRQA AYYSRAIFGS &l ¥S
OFCO could significadtl I £ t SGALF S I OKAfR 2NJ FIFYAfeQa RA&AGIGNBaa
to be emergent, OFCO begins the investigation immediately. Over the years, OFCO has substantiated or
intervened in emergent complaints at a higher rate than seonergentcomplaints. In 20140FCO

intervened or provided assistance to resolve concerns in 18.1 percent of emergent complaints

compared with9.2 percent of noremergent complaints

Figure 8:Investigations Closed by Complaint Type
By Reporting Year (Septentiist- August 31st)

= Emergent

= Non-Emergent

2012 2013 2014
(n = 522) (n =512) (n = 669)

“Based on complaints that were completed during the reporting year
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INVESTIGATIORESULTS
Complaint investigations result in one of the following courses of action:

1

| AFEEAA T £ OEA &ATEIU AT A #EEI AOAT 80 /i

Intervention: OFCO substantiated the complaint issue and intervened to correct a violation of
law or policy, or to achieveositive outcome for a child or family.

Assistance:The complaint was substantiated, but OFCO did not find a clear violation or
unreasonable action. OFCO provided substantial assistance to the complainant, the agency, or
both, to resolve the complaint.

Monitor: The complaint issue may or may not have been substantiated, but OFCO monitored
the case for a significant period of time to ensure the issue was resolved. While monitoring, the
Ombuds may have had repeated contact with the complainantatiency, or both, and may

have offered suggestions or informal recommendations to agency staff to facilitate a resolution.

Otherwise ResolvedThe complaint issue may or may not have been substantiated, but was
resolved by the complaant, the agency, or some other factor. In the process, the Ombuds may
have offered suggestions, referred complainants to community resources, made informal
recommendations to agency staff, or provided other helpful information to the complainant.

No Basis for Intervention: The complaint was substantiated and OFCO made a finding that the
agency violated law or policy or acted unreasonably, but there was no opportunity for OFCO to
intervene, usually because the violation occurred in the past. Or, theolzont issue was
unsubstantiated, and OFCO found no agency errors in reviewing the case. OFCO explained why
the alleged action is not a violation of law or policy or unreasonable under the circumstances
and helped the complainant better understand the raled responsibilities of the child welfare
agency.

Outside Jurisdiction:The complaint was found to involve agencies or actions that were outside
2T hC/ hQad 2dz2NARARAOUAZ2Y® 2KSYy LIRaaAraof ST hcC/h
agency that nay be able to assist them with their concern.

Other: The complaint was withdrawn, became moot, or further investigation or action by OFCO
was unfeasible for other reasons.
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Investigation results have remained fairly consistent in recent years. @§<ied orintervenedto try
to resolve the situation imore than 10 percent of complaints 2014 this representsixty-nine
complaints OFCO foundo basis for further action in 58 percemtf complaints this year, fewer than it
did in 2013 (64 percengnd far fewer than in 2016{ percen.

Figure 9:OFCO Investigations Outcomes
By Reporting Year (September 18tugust 31st)

Intervention or Assistance, Resolved (9%)

Intervention or Assistance, Unresolved (1.3%)

Monitor, Resolved (3.6%)

No Basis for Further Action (58%)

Otherwise Resolved (11.2%)

Outside Jurisdiction (4%)

All Other Outcomes (12.9%)
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OFCONACTION

OFCO takes action when necessary to avert or correct a harmful oversight or avoidable mistake by the
DS { / KAf RNBYy Qa ! RYA Y AiityNindichngplbinteréfuiredtriekitorNdy | 3 Sy Oé o

OFCO in 2014 his represents 5.8 percent of all complaints, a decrease from 2013, when OFCO
intervened in 8.4 percent of complaints.

TYPES OINTERVENTION EX-CO

The following tables provide examples of four types of typical interventions by OFCO:
1. Interventions toinduce corrective action.

2. Interventions tofacilitate resolution2 ¥
3. Interventions to help the agen@woid errorsand conduct better practice.

Iy

ISy oe

4. Interventions to help the agengyevent future mistakes.

Each example summarizes the investigative finding, the action taken by OFCO to address the problem,

and the outcome.

OFCONACTIONINDUCINGIORRECVEACTION

KEYISSUE ‘

Plan to move

INVESTIGATINFENDING

CFWS planned to place anfig®nth-

OFCQ\CTION

OFCO requested a

SNNENJ I yRK2NJI |

OUTCOME

Legal parties to the

child from 2f R RSLISYRSyYy G OKA | reviewof the dependency case
foster-adopt who reside outof-state. The child had pending placement | did not agree on
home to outof- been in the sme foster home since decision by the this permanent
state kin birth, and the foster parent wanted to Area Administrator plan and following
adopt the child if parental rights were (AA), and also a contested court
terminated. The foster parents had contacted CA hearing, the court
been facilitating ongoing visits between | Headquarters to ordered that the
the child and an older sibling, as well as| discuss the child be placed
with relatives residing in Washingto potential adverse with the "fictive
State. impact of moving kin" out-of-state.
this child to a non
relative across the
country. CFWS
ultimately
determined that it
ga Ay (K
best interest to be
adopted by the
foster parents, and
changed the case
plan.
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KEYISSUE

Failure to
respond to a
request for an
administrative
review of a
founded finding
for neglect

INVESTIGATI\NFENDING

/It{ FIAEtSR G2 NBa&L]
request for an administrative review of
a founded finding for neglectAlmost a
year had passed since the request had
been submitted.

OFCQ\CTION

OFCO contacted
the AA to
determine
whether the
finding had been
reviewed, and if
so, why the subject
of the investigation
had not been
informed of the
result. The AA
discovered that no
review had
occurred. Upon
reviewing the case,
the AA in
consultation with
the Assistant
Attorney General
determined that
there was
insufficient
evidence to
support the
founded finding.

OUTCOME

CPS overturned the
founded finding

and promptly
notified the

parent.

Félure to notify

a Native
American tribe

in a timely
manner of a CPS
investigation
involving a tribal
family

CPS failed to promptly notify a tribe
that CPS was investigating an allegation
of physical abuse of an especially
vulnerable Native American ctlil The
investigation had been open for 10
days. State law and policy requires
GAYYSRAIFIGSE y20ATFA
tribe regarding a CPS investigation.

OFCO contacted
the caseworker to
request that the
tribe be promptly
informed.

The CPS
caseworker
immediately called
the tribe and
followed up with a
letter.

| EFEEAA
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KEYISSUE

Failure to

INVESTIGATI\NFENDING

CFWS failed to assess an-offstate

OFCQ\CTION

OFCO contacted

OUTCOME

The supervisor

consider outof- relative for placement of a thregear the CFWS submitted a

state relative for old dependent child. DCFS contacted | supervisor and request for a home

placement this relative shortly #er the child requested that the study through the
entered care, and the relative relative be ICPC process,
expressed interest in being considered | considered for approximately one
for permanent placement, if the child placement. month later.
was unable to be returned home. The Ultimately, relative
relative subsequently contacted the placement was not
assigned caseworker on several needed as the
occasions to express her camiied child was returned
interest in placement, but received no to the parent.
clear response. Although CFWS later
filed for termination of parental rights,
the relative was not contacted nor
referred for an adoptive home study.
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OFCON ACTON: FACILITATINEESOLUTION

KEYISSUE ‘

Refusal to make
exception to
licensing rules
when a
regulation
conflicted with a

5[w RSYASR |

INVESTIGATI\FENDING

F2adSN
waive the licensing requirement that all
medications be locked away in foster
homes. A foster child in the home was
experiencing severe seizures, and the
doctor had asked the foster parent to kee

OUTCOME

OFCQ\CTION |

OFCO contacted the
DLR Director to
express concern
about the poterial
harm to the child.
DLR responded that

After consulting with
GKS OKAfRC
providers, DLR
approved the waiver
to allow the foster
parent to carry the

R20G2NDal iKS OKAf RQa SYSNHSYy approving such a OKAf RQa YS
for a foster available for irmediate administration at | waiver could result in| her person at all
OKAf RQa& the onset of a seizure. The foster parent | losing federal funding| times.
care wanted to carry the medication on her for the placement.
person at all times to avoid any OFCO requested that
dzyy SOSaal NBE LINRBf 2y 3 DLR consult directly
seizures. gAlUK GKS (¢
medical providers to
fully understand the
impact on the child if
the meadication was
delayed.
Delay in CFWS failed to finalize a permanent plan| OFCO contacted the | The AA and
permanency adoption by the foster parents for a AA to request a supervisor gave the
dependent child, for more than 18 monthg review of the case, relative firm
after filing a petition to terminate parental| includingwhether timelines for
rights. Numerous factors contributed to | the unreasonable completing home
this delay including: several court delay in completing a| study requirements,
continuances; ongoing reunification home study on the which the relaive did
services for thdamily including an relative was creating | not meet. Soon
unsuccessful trial return home; an avoidable delay in| after, the parent
reconsideration of a previous relative achieving unexpectedly
OF NB3IAGSNI | yR i KS | permanency forthis | relinquished parental
complete requirements for a home study i child. rights, allowing for
a timely manner. adoption of the child
by the foster parents.
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KEYISSUE ‘

Failure to
approve
attendance at
summer camps
for a legally free
youth

INVESTIGATI\NFENDING

CFWS unreasonably withheld approval fg
a legally free youth to attend summer
camps, which had been requested severs
months prior. The foster parents had pai
for the camps and were not seeking
NEAYOdzZNESYSYyid FTNRY
caseworker had informed that approval to
attend the camps wasonditional upon the
youth participating in a visit with a sibling.
DCEFS filed a motion asking the court for
conditional approval or denial of the
requested camps based on compliance
with the sibling visit and other factors, sud
as the activities beingffered by that
camp. Furthermore, the caseworker had
informed the foster parents that CFWS
could deny permission for the youth to
attend camp even if the court approved it|

OFCQACTION |

OFCO contacted the
Area Administrator

to express concern
that the conditions
for approving the
g2dzikKQa I
of summer camps
appeared to be
arbitrary and
capricious, and
RSYASR
participation in
normal childhood
experiences. OFCO
also expressed
concern about the
g2N)] SNDna A
communication to
the foster parent
abodzli G KS |
ability to violate a
court order.

iKS§

OUTCOME

DCFS allowed the
youth to attend both
camps, after entering
into an agreed court
order. CFWS also
acknowledged that it
could not violate a
court order.

Delay in CFWS withdrew a petitiofor termination OFCO contacted the | DCFS filed a motion

permanency of parental rights, when a parent began | Area Administrator to request that
participating in services after 15 months g to request that the attorneys be
not engaging with the agency or visiting | agency pursue the appointed for the
her two children, ages 7 and 6. The appointment of an children, but the
children had been in oubdf-home care for | attorney to represent | court denied the
almost three years, and in the sanfoster | 1 KS OKA f RN motion based on the
adopt home for 18 months. After the interests, gventheir | OKA f RNBY Q3§
agency renewed reunification efforts, the | strongly expressed court further opined
children expressed fear of the parentand| 6 A 4 KSa | y R thatthe GAL was
strong desire to be adopted in their long | inactivity in the case. | adequately
GSNY FT2a0SNI K2YS® representing both
not active on the case due to an 0KS OKAf RN
extraodinarily high workload, and by the interests, as well as
fact that the children were placed in a their stated interests,
distant region of the state. to the court.
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KEYISSUE ‘

INVESTIGATIMENDING OFCQGACTION ‘ OUTCOME
Child safety CPS failed to screen in for investigation aj OFCO contacted the | The new referral was
report of neglect of a fouyearold non CPS intake superviso| screened in for
dependent child. This report alleged to request a review investigation. Based
ongoingdomestic violence, including a of the screening on new information
recent incident that occurred with the chil¢ decision. gathered during this
present and significant substance abuse | investigation, CPS
both parents. There was a current open filed for dependeng
CPS case with the family based on simila on the child two
allegations, and the parents were not weeks later.
engaging in seiges to address the
concerns.
Failure to No contact was occurring between two OFCO contacted CFWS renewed
provide visits dependent siblings (ages 13 and 11) the CFWS efforts with the
between placed in different placements, even supervisor and OKAf RNBY QY
dependent though the children were living in the discussed concerns | caregivers to
siblings same city just a fewniles from each about the lack of ensure that the
other. sibling contact. siblings maintained
contact both by
phone and through
visits.
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OFCANACTIONASSISTING THE AGENCXVOIDING ERRORSDA
CONDUCTING BETTER®RCE

KEYISSUE ‘

Compliance
with the
Indian Child
Welfare Act
(ICWA), and
consideration
of relative for

INVESTIGATI\NFENDING

CFWS declinedtconsider a relative for
placement, because the twgearold
dependent child had remained in the
same foster home for 18 months, and
assessing the relative would delay
permanency. The relative had been
contacted early in the case but was living

OFCQ\CTION

OFCO contacted the
CFWS supervisor,
Area Administrator
and AAG to disas
efforts to determine
0KS OKAfRQ
American status,

OUTCOME

CFWS referred the
relative for an
adoption home study,
and initiated visits
between the child ad
the relative. The
agency contacted

placement out-of-state and declined temporary potential impact of relatives and
placement at that time, but indicated an | the ICWA and to communicated with
interest in being contacted should the assure objective the Tribe to determine
child need permanent placement in the | consideration of 0KS OKAfRQ
future. Upon learning from other potential relative status and the
relatives that the state was pursuing placement. application of ICWA.
termination of parental rights, the ¢KS NBfFGA
relative moved to Washington state and study was approved,
requested placement. Furthermore, and the child was
OFCO questioned whether the placed with the
department had made adequate efforts relative for adoption.
RSGOSN¥AYS GKS OKAfHR
status.
Chib safety CPS failed to take appropriate action to | OFCO requested CPS filed a
and welt protect an 11yearold nondependent that CPS make dependency petition,
being child from neglect by the parent. The immediate contat and the child was
parent had taken the child for with the family to removed from the
emergency medical care severaltimes |l aaSaa GKS| LI NByidiQa O
over the course of a few months and safety. CPS visited placed with a relative.
made incedible allegations that the the home and
child was being sexually assaulted at requested a child
school. There was no evidence to welfare check by
support these claims and medical law enforcement.
providers reported serious concerns CPS also gathered
Fo2dzi GKS LI NBy (i Qa | further information
found that although CPS had an open from emergency
investigaton on the family, the room providers,
caseworker had not seen the child in which indicated that
over two months even though the GKS LI NByi
agency continued to receive reports that | ongoing mental
the parent was continuing to subject the | health corcerns
child to unnecessary hospital visits. were causing
significant harm to
the child.
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KEYISSUE ‘

Failure to
address
safety of
children in
relative
placement

INVESTIGATINFENDING

CFWS left two dependent siblingges 5
and 3, in the care of relatives, and was
considering transitioning their older
sibling into the home, despite the
NBfFiA@SaqQ 1 O
safety plan for the children. The
OK A f R-)Brgl@siblinghad recently
disclosed pasible sexual abuse by the
NBfIFdA@3SaQ F Rdzt i
G GKS NBftlFiA@GSaQ

27T

a 7
K

OFCO found that following the older
OKAf RQa RAAOf 23 dzNE 3
safety plan for an upcoming sibling visit
Fd GKS NBtlFIGAPSaAaQ H
relativesreluctantly agreed not to allow
their adult son to be present. The
relatives had also stated that they did

not believe the allegations against their
son and did not want the child placed in
their home if this would result in
restrictions on their son visitg the

home.

OFCQ\CTION

OFCO contacted the
Area Administrator

to request a review
of the case plan
oLaSR 2y h
identified safety
concerns.

OUTCOME

CFWS held an FTDM
and subsequently filed
a motion to request a
change of placement
for the two children in
the relative
placement. The
children moved to a
new placement within
nine days.
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KEYISSUE ‘

INVESTIGATIVENDING OFCQOACTION OuTCOME
Placement CFWS planned to move a fiyearold OFCO contacted the | CFWS agreed to
issues legally free, significantly Deputy Regional NBO2y ai RSN,
developmentally delayed child from the | Administrator current foster parents
long term foster home where she had expressing concerns | and referred them for
been living for over three year The regarding the an updated adoptive
foster parents had expressed I 3Sy 0eé Qa LJ home study.
ambivalence about adopting the child move the child Meanwhile, after
based on her high needs and their given the inaccurate | visiting with the child,
concerns regarding a lack of long term information that the family selected by
supports. As a result, CFWS began a had been reviewed the committee
search for an alternate adoptive home by the committee, removed themselves
for the child. The foster parents &m and requested a from consideration,
approached CFWS after receiving review of his and the agency began
additional information regarding decision. the adoption process
resources that would be available for the with the current foster
child into adulthood. CFWS informed parents.
them that several alternate adoptive
homes had been found and a placement
committee would be meeting to choes
the best home for the child. The
placement committee reviewed several
adoptive home studies, including a home
study on the current foster parents that
was several years old. In part due to
outdated information in that home
study, the committee selectednother
adoptive home for the child.
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KEYISSUE ‘

INVESTIGATIVENDING OFCQOACTION OuTCOME
Child safety CPS delayed in protecting two non OFCO monitored CPS held an FTDM,
dependent children, ages 8 and 2, from the caseand and based on the
parental neglect related to severe contacted the CPS LI NByidQa R
substance abuse. While the parent was | supervisor and the meeting and
initially cooperativewith the investigation, | caseworker on suicide threat later
and expressed an interest in services, the| several occasionsto | that day, CPS wemnd
parent repeatedly failed to follow through | express concerns the home with law
with urinalysis monitoring and a chemical | regarding the safety enforcement that
dependency assessment. of the children and evening. Safety
CPS continued to receive reports of explore alternative threats observed in
repeated neglect. courses of action. the home resulted in
When CPS planned the children being
to close the case placed in protective
after the parent custody, and they
repeatedly failed to were later placed with
engage in sefices a relative.
offered by the
agency, OFCO
requested that CPS
convene an FTDM
to gather further
information to
better assess the
safety of the
children.
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OFCONACTIONPREVENTINBUTUREMISTAKES

KEYISSUE \ INVESTBATIVEHNDING OFCQACTION OUTCOME
Inappropriate OFCO received a complaint that a CFWS| OFCO contacted the | The Deputy
provision of OFaSe2N] SNJ KIF R I f f 9 Deputy Regional Regional
legal advice the parents of a dependent child why Administrator to ask | Administrator
to parents they should agree to adoption, as that the confirmed that

opposedto guardi y a KA LJZ | a caseworker, who training on these
permanency plan. The worker was was new, and other topics would be
alleged to have given the parents legal new workers in that provided to all
advice and encouraged one parent to CFWS office receive | relativelynew
ay2a4G tAaaGaSy G2¢ GKJY training regardinga) | workers in that
attorney. The worker was also alleged to | the role of the office.
have asked the parent to reveal social waker versus
information that was discussed during GKS NRtS 2
privileged conversations with the attorney in
attorney. dependency
matters; and b) law
and policy regarding
attorney/client
confidentiality and
privilege.
Caseworker OFCO received a complaint that a CPS | OFCO contacted the | The AA informed
conduct caseworker allegedly served family court | Area Administrator OFCO that this
paperwork to a family for whom the to share these information had been
worker was providing CPS services. The| concerns. received by the
family court paperwork involved a custody agency, and the
action thathad been filed with the court matter was being
o0 | GKANR LJ NIlie NJ referred for a
child. OFCO was concerned that if the personnel
Ft£fS3aradAazy &1 a Nz investigation. (Note:
would have created the appearance that OFCO is not privy to
the worker was acting in an official CPS results of personel
capacity in a notCPS masr. investigations.)
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MOSTINTERVENTIONRESULT IMGENCYHANGINGPOSITION

As detailed in the complaint intervention examples summarized aboventjerity of complaintsin
which OFCO intervenadsulted in the agency changing its positi@md thecomplaint issue being
resolved (71.8 percent).

In11 complaintsin which OFCO intervenetie agency did not change its positiofn eight of these

OFasSaz FfdK2dAK GKS O2YLX I Ayd AaadzsS NBYFAYSR

not to change its position was ultimately acceptabf@r example:

PROHIBITION OBONTACBETWEENEGALLYREECHILD ANIBIOLOGICAPARENT

DCFS was refusing to allow contact between aytear-old legally free child and his biological parent, based
upontheNB O2 YYSYRIGA2Yy 2F GKS OKAfRQa GKSNILMAAGO
years prior, but permanency had not yet been achieved for this child. He had also experienced se\
placement disruption, with about 20 placements since eimgroutof-home care. The child was expressing
I RSaAANB (2 KI @S O02yidl Ot ¢AUGK (GKS LI NBylGo® 2 KA
0StASPSR (KS RSLINIYSydQa NBFdzalt G2 Fff2¢ bed2
dzy NBI a2yl 6t S oF&aSR dzl2y (GKS OKAfRQa Ydzf GALX S
psychotropic medications, and his regular requests for visits with his parents and with siblings who |
already been adopted. OFCO concluded that theoagment of an attorney for this child may be prudent
in order to have his wishes directly advocated for in court.

OFCO contacted the Adoptions Supervisor to request that the agency pursue the appointment of
attorney for the child. The supervisor digaed, stating that the youth had a guardian ad litem who was
actively involved in the case, and that both the GAL and the agency believed that appointment of
attorney for the youth at this juncture in the case may be counterproductive. The superemted that

the youth was closer to permanency than he had ever been, and the agency was unwilling to jeopardize
stability. The youth was adopted about nine months later.

2KAtS hC/h RA&IFINBSR gAlGK (KS | ISTOHFOQAQARRBRIOA:
clearlyunreasonable.
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hC/ hQa AyGSNBSYdA
OA aForeyampl i (2 OKI Yy

Inthree complaints,the agencydid not change its positiolR S & LJA

S
RSGSNY¥AYSR GKFG GKS F3ISyoeqa RS

AGENCYMPEDESOMMUNICATION OFOUTH3WISHEDIRECTLY TO TEBURT

OFCO found that CFWS had acted clearly unreasonably to prevenyeaddd legally free youth from
having his wishes expressed directly to the court. The court had ordered the agency to arisitgje
between the youth andan oldersibling, who resided in a different placememind he agency had made
arrangements for visits to begitdowever, the youth had told his foster parents and CASA thaidheat
wish to have any contact with the oldsiblingat this time, and visits had not yet begurAt an upcoming
O2dzNII KSFNAYy3IZ GKS ez2dzikQa /! {! AydidSyRSR {2 LN
AYVF2NXIGAZ2Y FTNRY (KS @2dziKQa { KTB&LATA ddiinforndddhd2 N
department of this plan.Unbeknownst to the CASA, the time of the hearing had been changed from tt
afternoon to the morning, yet CFWS did not take any action to ensure that the CASA was present for
KSFNAY3IZ FyR {K® the fisiE e dot pPekdhiRdad theAcauyt. As a result, the court
ordered that monthly visits commence within two weeks of the hearing.

hc/ h O2yidl OGSR GKS 5SLizié wS3IA2ylf ! RYAYA&QdNI(
been heard byhe court, and requested additionally that the agency seek to have an attorney appointed fi
the youth. Although both the Deputy RA and the Area Administrator informed OFCO that DCFS wi
request the appointment of an attorney and would also explore plossibility of bringing the case back to
O2dzNII LINA2NJ 12 GKS &AOKSRdzZ SR aAofAy3d GAarAlG az
neither of these actions occurred.
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OFCODFFERASSISTANCE RESOLVEOMPLAIN'S

I 2YLIX FAyda NBOSAGAY3I aGhcC/h 'aaraidlryoSé INBE RAFTFSN
F3SyOé Qa oo g R deanvioldionf law or policy; b) clearly unreasonable; or c) clearly

harmful to a parent or child. Evenso,thercbJt I AydG 6F NNI yGSR hC/ hQa |aaArai
the concerns. In 20180 complaintswere resolved by OFCO in this manner by ensuringdtitital

information was obtained and considerby the agency, bfacilitating timely communicatioamong

the people involved in order to resolve the problem, ombgdiating a compromise

EXAMPLEL: AGENCYLACE&NREASONABIBEMANDS ONPARENT

DCFS was not planning to transition a tyaarold dependent child home to a parent, despite the parent's
completof/ 2F &aSNBAOSaz gAGK NBLRNISR I22R LINRBINBaa
be unreasonable. Specifically, that the parent needed to document sobriety for one year after release fr
incarceration, and that the parent must live independgrrather than in shared housing with a support
system, before DCFS would consider a transition plan to return the child home. However, after the cc
granted the parent's motion for increased and unsupervised visits, and after OFCO contacted the #
Administrator to suggest that the current housing situation may be safer and more protective than ¢
alternative independent housing situation, DCFS changed its position to support an immediate transit
plan. OFCO participated in two Family Team Decldgieetings to plan the transition, and monitored the
case until the child was returned to the ftilne care of the parent.

ExAMPLE?: POORCASEWORIPRACTICEPREVENTABIBROBLEMS

OFCO received a complaint alleging that DCFS failed to provide apfgopgatal health services to a 14

@SN 2f R RSLISYRSyil OKAftRXZ FYyR GKIFIG GKS OKAfRC
complaint reported poor communication by the CFWS caseworker with the relative, who felt blamed for t
@ 2dzil KQa. OFTR lfod@ntl thatithere had been some delay in referring the youth for mental heal
AaSNBAOSa a ¢Sttt Fa |y S@rftdzdAazy (G2 o6SGGSNI AR
had not been clearly unreasonable. OFCO found that commumrcdifficulties between the caseworker

YR GKS NBftlIGAGS LINRPolofeée O2yiNROodziSR G2 GKS N
FSStAYy3a dzyl6tfS (G2 LINRBGSOG GKS 20GKSNJ OKAf RNBYy A

OFCO had peived a previous complaint regarding similar communication issues between this casewor!
and another family. OFCO therefore contacted the CFWS supervisor to bring these issues and concel
his attention. The supervisor acknowledged some concerisgvi i KS Ol aS62 NJ SNDa
the case to a different worker due to the conflict that had developed between the relative careagider
the agency in this case.

During the course of investigating this complaint, OFCO also became awarenef ssdety concerns
regarding the youth in her foster home, based on information provided by the complainant. OF(
contacted the supervisor as the assigned caseworker was aware of these safety concerns, but had not r
a report to CPS intake. The supsoviensured that a referral was made to Intake, which resulted in a DL
licensing investigation of that foster home. OFCO monitored the case for several weeks, until the youth
moved to a new foster home.
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COMPLAINTRESOLVEBFTERMONITORING BOFCO

Twenty-four complaintsthis year required monitoring by OFCO to ensure the agency adequately
resolved the complaint issue. Many of the complaints monitored by OFCO inebilgdafety

concerns where OFCO could not determine whether the agency wasogpiately addressing the
OKAt RQa al ¥FSiée dzyiAf | FGSNI Y2YAG2NAy3 | 3Syoe
monitored wereO2 Y OS Ny & | 6 2 dzii , éitheCoktivelerRpfadements,Jonfetukning hdrnyfe, as
describedn the following example:

EXAMPLEL: OFC(QASSISTS ISASE INVOLVINPROFESSIONEISAGREEMENT

While investigating a complaint that CPS was failing to protect-gedsold nondependent youth from
medical neglect by the custodial parent, OFCO found that conflict between CPS eadhnaunity
LINEFSaaAzylf | LIISFENBR (2 AYGSNFSNB gAGK O2YYdzy
had received a referral from a medical professional reporting that the youth had been hospitalized w
cardiac complications a month prioand the parent was failing to get the youth to follaywp medical
appointments. The child's physician stated that failure to comply with medical treatment could ha
serious health consequences. Due to child safety concerns and the apparent conflieebeEPS and one
2F (GKS LINPOGARSNE: ¢K2 0StASOSR GKIFG /t{ eéla y:
uninterrupted treatment, OFCO closely monitored the case. OFCO spoke with the provider, the |
caseworker and supervisor multiple t&® to asist in ensuring that everyortead the correct information,
and monitored the case throughout its duration to ensure that appropriate action was being taken. T
family's situation stabilized during the course of CPS services, and although teerestil complications
related to the youth's health insurance, the youth received folagvcare and the CPS case was closed.
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EXAMPLE?: INAPPROPRIATEACEMENT AEGALLYREEHILD

A complainant alleged that DCFS Adoptions was failing to pravidgpropriate placement and evaluation
for a nineyearold legally free child who was exhibiting sexually aggressive and/or reactive behaviors. ~
child had just been moved to a new foster home, after his supervision and behavior management bece
too much for his prospective fosteadopt parents, with whom he and his sigarold sibling had been
placed for over two years. A primary concern of the foster parents was that it was becoming increasir
difficult to ensure the safety of the other childrény G KS K2 YS® ¢CKS F2a0SNJ
CASA, were advocating that he receive a comprehensive behavioral/mental health evaluation, ideally it
in-patient setting, or in an oupatient setting while the child was placed in a home withatier children.
DCFS however was planning to move both siblings to @agoptive home ouf-state. This preadoptive
family had an especially vulnerable child of their own, and appeared ill prepared to manage theeame
2f R OKAfRQA 0SKIFJA2NWD

OFCdound that an evaluation conducted on the child three years earlier had recommendedfisight
supervision around other children, as well as ongoing mental health counseling. The evaluator had
recommended referring the child for treatment with aqvider specializing in treating sexually reactive
0SKIGA2NI AT (GKS OKAfRQa &SEdzZ fAl SR 0SKI JA2NA R
minimizing this child's recent sexual behaviors and the risk he may pose to other childreninigdhisl
sibling, and contacted the supervisor, and later the Area Administrator, to express these concerns. L
responded that the child's current mental health therapist was not recommending a new psychosexi
evaluation until the child was settled s new adoptive placement.

P'FAOSNI I aKFENBR LI FYyyAy3d YSSGAy3d GdstaRplacdrdeataOFGXK ¢
learned that the preadoptive parents planned to have the child share a bedroom with their
developmentally delayed tegea-old child and monitor the bedroom via video camera to ensure the
OKAf RNByQa alf¥Saeo hc/ h 02yl OGSR G4KS ! NBI ! R
Washington State law for dependent children to be subject to video surveillenteeir bedrooms. The
plan was then changed so the two children would not share a bedroom.

The children were movedut of-state, but services such as counseling for the children did not begin a
planned immediately upon their arrival, and three wedksF G SNJ G KS OKA f R-hdBpyive &
parents requested that the ningearold child be immediately removed from their home. They reported
that the child's behaviors were more difficult to manage than they had realized and that these behavi¢
were negatively affecting their own speciadeds child. They requested that the younger sibling remain ir
their care. DCFS Adoptions agreed, and returned the-yéaeold to Washington. DCFS sought to place
KAY AY | GSYL}2NI NE d behavida and SthyerfineclsScBuld bes dssed&i. IHotvéve!
no such placement was immediately available, and the child spent several days in the DCFS office
being transported back and forth to different foster homes for aright stays. In the month flewing the
OKAf RQ& NBGdNY = KS SELISNASYOSR F2dzNJ RAFFSNBy
did not return to counseling or other supportive services.

The child was eventually placed in group care where he received assessamehtreatment, and was later
transitioned to a therapeutic foster home. OFCO continues to monitor this child's situation.

COMPLAINTRESOLVERW/ITHOUTIGNIFICANASSISTANCE RFCO
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In 2014,11.2 percentof complaints were resolved between the agepand the complainant without
significant assistance or intervention by OFC® most of these cases, the Ombuds contacts the
agency, or reviews agency records, to confirm that steps are being taken to resolve th&msige.
complainants report that the nere fact of OFCO contacting the agency and asking questions appears
to assist in ensuring that any problems are resolved.

DCF$&EVERSHA AN TAPURSUHERMINATION ORARENTARGHTS

OFCO found that DCFS failed to follow departmental practices and presedkgarding case planning in a
RSLISYyRSyOe OFrasS Ay 6KAOK (GKS F3Syode LIXFyySR (2
the 14yearold dependent child adopted by the current relative caregiver. Contrary to department polic
and practice DCFS held a shared planning meeting to develop the permanency plan nine days after
permanency planning hearing by the court. The court had therefore not had an opportunity to review t|
information that came to light during the shared planning megtii.e. that the parent had now made
significant progress in completing cowmtdered services, and the child was opposing the idea of being
adopted by the relative caregiver. OFCO found that this practice oversight was due to a relatively r
caseworkermisunderstanding agency requirements regarding shared planning meetings. OFCO furt
found that the failure to hold a shared planning meeting prior to the court hearing had little impact on th
case as an interim review hearing occurred a month lagér, ig KA OK G KS 02 dzNIi 02y
LINPINB&aa G26F NR NBdzyAFAOFGAZ2Y |a ¢Sttt Fa GKS O
The complaint was resolved when DCFS decided to no longer pursue termination of parental rights
adoption as the permaSy Oeé LJX Iy F2NJ KAa OKAfRO® .FasSR 2y
the child with the parent within the following 30 days. Guardianship with the relative was considered as
alternate permanency plan.
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OFCOHNDSNO BASIS FORNTERVETION

In 2014, 58 percent of complaint investigations were closed after OFCO either found no basis for the

complaint, or found no unauthorized or clearly unreasonable actions by the agency warranting

intervention. If OFCO did find an unauthorized or clearireasonable action by the agency, there was
y2 2LIRNIdzyAde Fd GKS GAYS 2F GKS O2YLX F Ay

usually because the violation occurred in the past.

Even if OFCO was unable to substantiate the compddiegation, the Ombuds may still have facilitated

Ay @dSa

better communication between the agency and the complainant, talked with the complainant and the
agency about alternative courses of action for resolving the concerns, and educated the complainant

about the role and responsibilities of the child welfare agency.

It is important to note that in some cases, although OFCO found no basis to intervene with the agency to

change its position, OFCO made an adverse finding against the agency for violatingitgwopol
procedureor acting clearly unreasonablgs in the following exampfe:

DELAY INMOVINGCHILDREN TO3AFEPLACEMENT

OFCO investigated a complaint that DCFS was failing to move two dependent children, ages two and
from a relative placementhat was unsafe, and was not exploring other relatives who had come forward ¢
alternative placement options. The relative who was caring for the children had a founded finding for ct
maltreatment, and reportedly was allowing the children to have y®swised contact with their parent,
who was actively using drugs in a dangerous environment. Other relatives who wanted the children pla
in their care had submitted paperwork to DCFS multiple times over the course of a year, for a requi
waiver to povide respite care for the children and ultimately be considered for permanent placemen
hC/ h FT2dzyR (KIG GKAA& dzy NBI &2y l-niohtiSdel&ySrt filing & mdtién tog ¢
remove the children from their current relative placement, ssattributable to high caseworker turnover in
that DCFS office. The adverse impact on the children included their being left in a marginal rela
placement for four months after the agency became aware of child safety concerns, and a major dela
establishing permanency for these children by not processing the waiver for other more suitable relativ
to be considered for alternate, and permanent placement.

Because these delays had already occurred by the time OFCO received the complaint, andeihie cu
assigned caseworker was actively working on the waiver process and getting the motion regarding che
of placement to the court, OFCO monitored the case until the children were placed with a different relati

| AFEEAA T £ OEA &ATEIU AT A #EEI AOAT 80 /i
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h C/ 9ABYERSEINDINGS

AfteridSa G AL GAYy3 | O2YLXFAYGX AT hC/h 0O2yOf dzRSa (K
flrgs LREAOCET 2NJ I 3SyO& LINPOSRANB:I 2dziaARS 2F (KS
circumstances, OFCO makes an adverse finding againgjeheya

lj

Adverse findings fall into three broad categories:
91 the agencwiolated a law, policy, or procedure
f GKS | 3Syo0eQa | Cledlpugreagohdbléunyter é dir@uyistasidesi or
1 no violation orclearlyunreasonable action was found, bpor practiceon the part of the
agencyresulted in actual or potential harm to a child or family

LT GKSaS ONARGSNARLF FNB YSO FyR hC/h o0StAS@Sa GKIE
harm to a child or family, the Ombuds intervenes toqueade the agency to correct the problem. OFCO

shares the adverse finding with supervisors or higher level agency officials, and may recommend a
different course of action, or request a review of the case by higher level decision makers. When the
adverse ihding involves a past action or inaction, the Ombuds documents the issue and brings it to the
attention of agency officials.

In 2014, OFCO made a total3sf adverse findingin complaint investigations.

COMMUNICATION OADVERSENDINGS TODSHS

Purgiant to the IntekAgency Agreement between OFCO and D¥38SCO provides written notice to

0KS / KAt RNBYQa ! RYAYAAUGNI A2y 2F Iye | ROSNES TFAYR
invited to formally respond to the finding, and may presadtitional information and request a
Y2ZRAFAOIGA2Y 2F (GKS FAYRAYID LY HamnX /! LINPGARSR
OFaSasx IyR NBI|jdzSaGSR | Y 2-RiMdFof thdsdicAsBsyOFEQ mduife lsQa FA Y
finding regardéhg just over half (n=5) of these findings.

The following table shows the various categories of issues in which adverse findings were made. Some
complaints had several findings related to more than one issue that was either raised by the
complainant oiridentified by OFCO in the course of investigating the complaint.

2 pvailable abfco.wa.gov/documents/interagency_ofco dshs.pdf
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Table 5:Adverse Findings by Issue
By Reporting Year (September 18tugust 31st)

2012 2013 2014
Child Safety 14 10 12
Failure by CFWS to ensure/ monito dependent <chil
- Findings regarding health and safety visits 2 - -
- Unsafe placement of dependent child 1 1 5
- Failure to provide safe parent-child visitation plan 1 1 -
- Inappropriate plan for transport of dependent child 1 - -
-Failure to provide foster paren wii th i-nformati
- Failure to recognize physical abuse - 1 -
Failure by CPS/FVS to ensure/ monito¥ non-depedde
Inadequate CPS investigation/case management 2 4 2
Failure to screen in CPS intake for investigation/other screening errors - 1 -
Failure to staff case with Child Protection Team prior to return home 1 - -
Inappropriate CPS or DLR/CPS finding (unfounded) 2 - 1
Failure to notify tribe of CPS intake - 1 -
Delay in notifying law enforcement of CPS intake - - 1
Failure to complete safety assessment - 1 -
2012 2013 2014
Family Separation and Reunification 6 5 4
Failure to provide appropriate contact between parent and child 2 -
Failure to provide sibling visits 1 - 1
Failure to provide contact with relative/fictive kin 2 1 -
Failure to place child with relative 1 3 3
Failure to conduct relative search - 1 -
2012 2013 2014
Dependent Child Health, Well-Being and Permanency 3 10 1
Placement issues (incl. placement delays, inadequacies, unavailability)
- Unnecessary/multiple moves - 1 -
- Inadequate transition plan - 2 -
- Unreasonable threat to move child from long-term relative care 1 2 -
- Inadequate foster home 1 - -
- Inadequate relative placement - 1 -
Inappropriate permanency plan for dependent child 1 - -
Delay in permanency - 4 1
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Table 5 (cont.)Adverse Findings by Issue
By Reporting Year (September 18tugust 31st)

2012 2013 2014
Parentsdé Rights 8 9 13
Failures of notification, public disclosure or breach of confidentiality 1 4 3
Delay in completing/closing CPS investigation 7 5 7
Failure to provider services to parent - - 1
Other violations of parents' rights - - 2

2012 2013 2014
Poor Casework Practice Resulting in Harm to Child or Family 6 12
Inadequate adoption home study 1 - 1
Failure to conduct supervisory reviews 2 2 -
Inaccurate, incomplete or delayed documentation 3 2 -
Other poor practice - 8 -

2012 2013 2014

Foster Parent / Relative Caregiver Issues 3 1 2
Violation of foster parent rights 2 - 1
Unreasonable licensing delays/other licensing errors - - -
Failure to notify caregiver of move of dependent child 1 1 -
Other relative caregiver issue - - 1
2012 2013 2014
Other Findings 1 2 3
Delay in completing DLR/CPS investigation (licensed daycare) 1 - -
Violation of ICWA (non-child safety) - 1 2
Delay in ICPC - 1 -
Delay in CPS intake (caller wait time) - - 1
2012 2013 2014
Number of Findings 41 49 36
Number of Closed Complaints With One or More Finding 31 34 29

The number of adverse findings against the agedegreased in 2014a total of36 findingg from 2013

(49 findings). Findings related to the safety of children, as well as findings involving violations of

LI NByiaQ NARAIKGEA 2N as mBhcandndn issies redulthmdpiy aovdeise fiadnss § K S
Onethird of the total adverse findings involved child safety, in which an unsafe placement of a
RSLISYRSyld OKAftR gla Y2aid 02YY2y o l'y20KSNJ 0 KANR 2
in closing CPS investigations representing just over half of the findings in this category.
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ADVERSENDINGS BDSHIREGION

This year, the number of complaint investigations resulting in adverse findings by OFCO varied
considerably across each of the thieeger DSHS Regions. Of #8ecomplaintsin which OFCO made a
total of 36 adverse findingagainst the agencyindings in Region 2 constituted almost two thirds (23
findings) The number of adverse findingsRegion 1 totaled seven (19.5 percengndin Region 3,
totaled six (16.7 percent)

Compared with 2013, adverse findings in Region 1 decreased significantly, while findings in Region 2
increased significantly. Findings in Region 3 as a whole remained the about the same; however, Region
3 North acounted for the vast majority of the findings in that region. In the otherregfions, the

largest proportional increase in adverse findings was in Region 2 South, while the largest decrease was
in Region 1 South.

Figure 10:Number of AdverseFindingsin Complaint Investigationdy DSHS Region

By Reporting Year (September 18tugust 31st)

14.0%
Region 1 North 26.5%
32.3%

5.5%
Region 1 South 26.5%
9.7%

25.0%
Region 2 North 11.8%

o

38.8%
Region 2 South [ &l
9.7%
14.0%
Region 3 North 11.8%
29.0%

2.7% 2014 (n = 49)
Region 3 South 14.7% m 2013 (n = 34)
0.0% m 2012 (n = 31)

Note: 2014 data reflects the total number of adverse findings per region; some complaint investigations resulted in more thdveose a
finding. 2012 and 2(@ldata reflects the number @omplaint investigationsesulting in one or more advee finding
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AGENCYRESPONSES ADVERSENDINGS

OFCO provided written notice of adverse findings on complaints to DSHS, to allow the agency to review

the findingsaR NBalLl2yR® hC/ h NBOSAPGSR aS@OSNIftf NBaLRyaSa
responses included a request for OFCO to modify a finding. OFCO partially modified a finding in these
three cases. OFCO withdrew a finding on one case based on additifmalation provided by CA.

The following summaries of correspondence between CA and OFCO illustrate this ptocess.

CAAGREEMENT WITADVERSEINDING NO REQUESFORMODIFICATION

OFCO FINDINGS

Violation of Policy & ProcedureDCFS failed to conduct a2tiNP dz3 K K2YS addzReé
placement. In August 2009, DCFS conducted a Family Home Study regarding a suitable adult placel
The home study included a DCFS records review. The home study report did not include any notes u
0KS awSOR¥YSYRBOGAZ2YS YR RAR y2G ARSY(GATFTe lye
on the approved home study, the child was placed with this individual in 2009.

In July 2013, DCFS completed a second Family Home Study regarding this same canegivas then
interested in adopting the child. The second home study raised significant concerns about the caregi
and highlighted serious gaps in the 2009 home study. Specifically, the 2013 home study noted that
GK2YS addzRe I LILINE SR/ oS LY 0 S8LIMINYSYyRIAR y 21
KAaG2NEéd ¢KS wHnmo K2YS &diddzRée y2G8Sa GKFG GKS
GNBfFGSR (G2 GKS Ayg@gSaidAalrarzy 2F YdzZ GALX S NB
OF NB3IAOPSNNaE6 OKATftRNBY |a ¢Sttt Fa | ySAIKO2NRA
NI A44SR o0& G(G(KS OFNBIAOBSNDAE LAaeOK2aSEdZ t SGIf dzt i
filed a motion to remove the child fromt®@ NE3A OSNDa K2YSS GgKAOK g1l a
OFCO is concerned that the initial home study failed to address the significant CPS history that was kn
Fid GKS dGAYS GKS OKAfR gFa LIXIOSR Ay (GKS O NB3
unsafeplacement for four years.

Violation of Law DCFS failed to Notify Native American Tribe Regarding a Child in State Care. OFCO
y2iG FAYR lyeé S@OARSYyOS AYyRAOFIGAY3 GKIFG 5/ C{ YIR
the federal Indian Child Welfare Act (ICWA). 25 U.S.C. § 1912@&)i SNJ A d f S N}y SR A»
biological father asserted tribal membership.

CA RESPONSE
Findng1:2 S | ANBS (GKIFId G4KS AyAilGAlFf K2YS &0 dders thalkag dz
now been addressed in the 2013 adoption home study.

Finding 2: We acknowledge that the department did not follow up on recommendations received durini
Local Indian Child Welfare Advisory Committee (LICWAC) staffing that were held in2@L@ust 2013,

BLy (KS AyiSNBal 2F oNBgAtGe FyR 2 YFEAyGrAy O2yFARSYGAIfAGES
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the assigned adoption worker learned of the recommendations and contacted the tribe in Septemb
HAMO ® ¢KS RSLI NGYSYydG Aa OdzNNByidfe g2NJAy3 Of 2

CADISAGREEMENOFCECLINES TdODIFYAN ADVERSENDING

OFCO FINDING

CPS facilitated placement of an-ydarold nondependent child with her no®dza 4 2 RAF £ FI (K
placement with the father was based on an allegation of sexual abuse of the child by an addtlsilolg

in the Y 2 (i K S NX &hiskpmoerdeht however, violated the conditions of an existing family cour
parenting plan restricting thene®@dza 6 2 RA+Ff FlF G KSNRa O2y il Ol 6AGK
history of domestic violence. OFCO found that thé@éathad not completed domestic violence treatment,
and six months previously, CPS had made a founded finding of neglect against the mother for allowing
children to have unsupervised contact with the father, in vialatof the family court orderThe alult
sibling was subsequently adjudicated and the court ordered no contact between the perpetrator and a
minor children, and prohibited himfd6 3I2 Ay 3 G2 (i K EPSYitRen istGmeR the cKild t6 $he
Y2GKSNR& OF NB o

OFCO concluded that the depgrf8y 1 Qa | OdA2y G2 FFEOAtAGIGS LI} |
modification of the existing parenting plan was clearly unreasonable under the circocestaas just six
months prior,/ t { KIFR RSGSNX¥AYSR GKFG GKS Y 2plakB/Ntbaing¥ I
unsupervised contact between the father éirhis children,created a clear and present danger to the
OKAft RQa KSItfGKZ 6SEtTFINSE 2N alFFSaeo

CA RESPONSE

/'t{ NBI|dzSaGdSR GKIG hC/ h NBO2yaiRSNI {KSwtheREAESDIEA ¢
live with the father was reasonably based on its assessment that this would be a safe situation for !
OKAf R® It{ &adlrdSR GKIG adKS RSOA&aA2Yy | RRNBaa
community supports, was culturgllrelevant, and was in alignment with the local agreement between
5/ C{ FYR GKS tNR&aSOdzizNRna hFFAOSk[I & 9y TF2ND!
FodzaSkY2f Sadl A2y kNI LIS Ay@SadAaalridrzyaods

CPS pointed out that the mother did not appear to 8e#S (1 KS OKAf RQ& RA &Of 2
sibling, and was allowing the older sibling to have unsuged contact with the childThe parents had
mutually agreed to change their residential time with the children and already had a scheduled coi
hearing in family court to propose modifications the existing parenting plarCPS had met with the
Y2GKSNE O2YYdzyAideé YSYOSNRZ FyR 9f RSNAX FyR NBC
Syadz2NB (KS OKAf RQ& alwhil heing RidzhaNyyirdtasive k&l alfowing $itde (child |
some degree of normalcyyaR  O2 y (i A y dzA (i & The safetp@ayl iidIded EoPnghidnidy Smembers
OKSO1Ay3a 2y (KS OKAfRXI YR gl & I LILINROSR 06 &and f
20KSN) FILYAEtASEE Ay (GKFIG O2YYdzyAiideo
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/t{ NBAGSNIGSR GKIFIG 0ST2NB 0SAy3I NBGdAzNYSR G2
father for approximately 45 days, and had been well cafed supported by the community, and
maintained connettons with school, culture, and the community.

OFCO RESPONSE TO REQUEST FOR MODIFICATION
hC/ h NBaLRyRSR (KIFd GKS I 3SyO0eé Qayeafold ERdNTer® i
appreciated, but OFCO maintained that the agency did not have tteomdty to facilitate the

temporary placement of the child with the nesustodial father, in violation of the parenting
plan.

hc/h aidliSR GKIG GKS Y2RAFAOILIGAZY 2F | LI
child is governed by RCW 26.09.260ich provides that:
O0A parent whose residential time with the child is subject to limitations may not seek
expansion of residential time unless that parent demonstrates a substantial change in
circumstances specifically related to the basis for the liitaand

A parent who is required by the existing parenting plan to complete evaluations, treatment,
parenting, or other classes may not seek expansion of residential time unless that parent he
fully complied with such requiremerts.

OFCO further staid

We were unable to locate authority that under these circumstances, parents may mutually agr
to informally change their residéial time with their children.In fact, Child Protective Services
also concluded that the mother lacked the authority to il6 NB A G NRA QG A2y 2V
with this child seé forth in the parenting planin February 2013, CPS determined that an
Ff€fS3arGAz2y 2F yS3tSOG o0& GKS Y2UKSNI gl a ¥
of [the] supervision plan betweet KS OKAf RNBY | yR GKSANI FI GKSE

28§ | faz2z NBO23IyAT S (KS RSLINIYSyidiQa O2ftfl o:
O2YYdzyAidie IyR 9t RSNR G2 Sadl of A-Bekg duringitheTBSi ¢
investigation.However, wedisagree that the alternative of filing a dependency petition would
have necessarily resulted in the removal of this child from her family and commanity
placement in foster careThe juvenile court hearing a dependency matter has concurren
jurisdiction with the family court over parenting plans, and could have considered the tempora
placement of this child with her father.

OFCO therefore declined to modify its adverse finding in this case.
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CADISAGREEMENOFCOVODIFICATION OF ANDVERSENDING
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OFCQWITHDRAWAL OF AADVERSEINDING

In one case, OFCO agreed toarse its finding after receiving additional information from the agency:

hc/ hQ{ hwLDLb![ CLb5LbD

Practice Concern:Subject of child maltreatment not identified in allegations in CPS intake report. CF
received an intake alleging negligent treatment affouryearold nondependent child. The referrer
reported that the child had a quartesize burn on his thigh that looked like a car cigarette lighter, that it
was the third burn in five months, and suspected the paternal dnasther was burning the chil Under
GO NBIAGBSNI OKI N OGSNRaGAOaeér GKS Ayidl1S y2aGSR
GKIFIG 6KAES GKS FIGKSNI A& 4 62N} = GKS 3aANFyRY2:
intake noted that two months eadr there was an unfounded finding on an intake regarding a burn to the

OKAf RQa OKSaid FyR GKIFIG GKS INIYRY2GKSNI gl a ot

¢KS OdzZNNBy G Ayidl 1S ¢6Fra aONBSYySR Ay TedNs assysgestedi /
perpetrator. OFCO was concerned that the intake report failed to include the grandmother as a subje
despite the information provided in the intake narrative, the recently completed investigation regardin
another burn with the grandmothersathe subject, and the fact that the grandmother reportedly lived in
the home.

During the CPS investigation, the CPS investigator did not identify the grandmother as a subject nor
the grandmother interviewedThe investigation resulted in an unfoued finding against the father for
negligent treatment.

OFCO does not dispute G Qa Hawserr GFCO is concerned that both the intake woeket the
CPS investigator failetb investigate the grandmother as an additional suspected perpetrator of
maltreatment. OFCO contacted the CPS Intake supervisor, who stated that the grandmother should h
been included as a subject given the information provided in the intake report. The supervisor also not
however, that the CPS investigator could and stidwdve later corrected the error.

hCc/ hQ{ 2L¢I5w!2! [ hC !'5+9w{9 CLb5
/1 Qa RSGFAfT SR NBaLRyaS AyOtdRSR AyF2NXIGA2Y (F
address of the father, and that at the time of this intake the father anddciitre living separately from
the grandmother and there was no indication that the grandmother was acting in loco parenti
Furthermore, based on information gathered during the CPS investigation, the investigator did not susp
the grandmaher as an aditional subject.CA believed that the father was listed correctly as the primary
caregiver and subject of the second investigation.

OFCO responded that its original finding was based on the fact that the later intake report, as well as ot
demographicinformation in FamLink listed the grandmother as having the same address as the father
.FaAaSR 2y GKS | 3SyoeéqQa Of I NAFAOFGA2Y G2 hC/h GK
grandmother as residing in the same home, OFCO agreddhhagrandmother did not in fact meet the
definition of a person acting in logoarentis. OFCO therefore withdrew its adverse finding in this
case.
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LACK OAGENCYRESPONSE TOFCOADVERSENDINGS

As mentioned earlier in this section, CA did not respnapproximately half of the notifications send

by OFCO regarding an adverse finding. It should be noted that according to the Interagency Agreement
between OFCO and DSHS, CA is not required to provide a response, and if no response is received within
1062NJAy3 RFHea 2F (GKS 3SyoOe NBOSAGAY3I hC/ hQa y2aA
ydzYoSNJ 2F hC/ hQa FAYRAy3Ia (G2 6KAOK (GKS | 3SyoOé RAR
what, if any, action the agency was taking to address theems identified in the finding.

Some examples are

1. Violation of law and policy CPS failed to conduct an adequate investigation into allegations of
physical abuse of ayearold child by a parent. OFCO found that CPS failed to conduct (or
failed to document) an interview with the child, and did not make any collateral contacts to
gather information to assess the safety of the child. A new report of physical abuse was
received over 5 months later, after the child was seen covered in bruises.hildhdisclosed
being beaten by her parent with an extension cord, and she and her siblings were placed in
protective custody.

2. Violation of policy and proceduresDCFS failed to inform a parent of a tyearold dependent
child that the child sustainedn injury (elbow fracture) and was treated at a hospital emergency
room. The injury was reported to DCFS, and despite telephone contact with the parent between
GKS GAYS GKS 62N]ISNI o6SOIFYS gl NB 2F GKS AyadzNe
d-ea fIFIGSNE GKS LI NByiG 2yfe RAaAO2OSNBR (GKS Aye
failure to inform the parent of an injury to the child was unreasonable under the circumstances,
and this communication failure had an adverse impactonthi®acS ' a Ad fA1Sfe& 7Fdz5
adzZA LA OA2Y GKFG GKS OKAfRQa Ayedz2NE NBadzZ GSR TNP
the agency was intentionally withholding this information from the parent

3. Violation of policy and procedures DCFS fled to conduct a home study on a relative caregiver
of a nowfour-year old legally free child who had been placed with this relative at birth. DCFS
had conducted background checks at the time of placement, and found that the relative had a
founded findirg of physical abuse of a child in her CPS history, as well has criminal history. The
relative also had a child care license, and had received a waiver from the Department of Early
Learning (DEL) to be granted the license despite this founded finding adHocated the DEL
waiver and placed it in the DCFS file, without seeking its own waiver or conducting a home
study. When the child became legally free and the relative was referred for an adoption home
study, a waiver was submitted by the Adoption@asrker. The waiver was denied, as was the
home study. The agency is exploring another relative who livesfestate, but there have
been numerous delays in completing the ICPC home study, and the child remains with the
relative caregiver, who soughtd passed an adoption home study conducted by a private
agency. lItis unclear what placement decision will be made in this case.

4. Violation of law and policy CPS failed to notify law enforcement in a timely manner of a
reported crime against a childCPS received a report of sexual abuse ofgeaBold youth by
her father, and interviewed the youth, who confirmed the reported incidents. The CPS
investigator informed the youth that she would be following up with law enforcement,thad

| #EEAA T £ OEA &ATEIU ATA #EEI AOAT 80 /1 AOAO Page55



youth expessed anxiety about returning home after what she had reported. Two days later

¢ and five days after the CPS intake had beenreceile® S & 2 dzi KQa aOKz22f Ol
to report that the youth was experiencing high anxiety about when her father woeld

informed of the investigation. CPS intake responded by notifying law enforcement of the

reported abuse later that day. Law enforcement interviewed the youth and a sibling the

following day, and arrested the father. The children were allowed to renmathe care of the

mother. A week later, CPS received another intake reporting that the youth was suicidal and

afraid to return home since the mother had bailed the father out of jail and was blaming the

@2dziK F2NJ 4KS TFI i KSNRGPSkasa\dd aitbugh GPS tobk ste® gvkri 2 NB R
the following twaand-a-half months to protect the youth from further abuse and provide for

her safety and welfare, OFCO was concerned that insufficient efforts were being made to ensure

her safety, particularlafter the agency became aware that the father had moved back into the

home, and the mother was defending him while exhibiting reluctance to protect her daughter.

OFCO contacted the Area Administrator, and based on further information gathered by CPS, a
dependency petition was filed and the children were removed from the home.

5. Violation of law: DCFS failed to notify a Native American Tribe that two siblings reported to
have tribal heritage were in state care, as required by the Indian Child Welfarel Aetfamily
had reported their Native American heritage early on in the dependency case. Soon after
establishing dependency, the department sent inquiries to four tribes and received a response
FNRY 2yS 2F (GKS (NAoSa (da& pidmbexskip. yHaweveKtBe TAbE A f RNB y
did not receive the required notice that these children were in state custody until about 18
months after the children entered state care. This deprived the Tribe of their right to intervene
in the legal proceeding$p provide input into case planning and placement, or to request that
the case be staffed with a Local Indian Child Welfare Advisory Committee. The children were
dzt GAYIlI G§Sf@& NBOGdzNYySR (2 GKS LI NByiQa OF NBo

6. Violation of law and policy A DCFS Family Vialary Services (FVS) caseworker failed to report
suspected physical abuse of a-gearold nondependent child by a parent. The parent had
FRYAGGSR (2 GKS 62NJ SN KIFIG aKS aLlylSR GKS OK
reported that she may haveft bruises on the child, but thought they were going away. The
FVS worker spoke with the Family Preservation Service therapist involved with the family, who
confirmed receiving the same information from the parent and told the FVS worker she would
GO@¥ydzS (2 Y2yAG2NJ I yR dzLRIF (0S¢ o bSAGKSNI 2F (K
suspected abuse to CPS intake. Responding to a subsequent call from a concerned citizen, law
SYyF2NOSYSyid L FOSR (GKS OKAfR Ay LBRBawWSOUGAOBS Odza
enforcement reported the information to CPS intake approximately 48 hours after the FVS
worker learned of the abuse. The CPS investigation resulted in a founded finding of abuse
against the parent. In its notification to the agency of an advénsling in a complaint, OFCO
expressed concerns that, particularly in light of the implementation of the Family Assessment
Response program, a DCFS caseworker and a@BH&cted provider who were working with
an atrisk family did not appear to have alffunderstanding of their mandated reporter duties
and the importance of assessing child safety.
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7. Violation of policy. A CPS investigator reported being unable to complete a CPS investigation of
allegations of physical abuse of ayi€arold nondependent youth by his father, and the
investigation was closed 13 days after the intake was received. OFCCQtfiatitide
investigator closed the investigation with the rationale that he was unable to interview the
alleged victim, after the youth failed t@turn two phone calls to the investigator. This was
clearly unreasonable, as the CPS investigator was aware that a Family Reconciliation Services
(FRS) caseworker had direct and ongoing contact with the youth during this period of time,
while assistinghe youth with filing a Child in Need of Services (CHINS) petition with the court.
OFCO expressed concern that CPS closed the investigation without having seen or interviewed
0KS Ittt S3ISR GAOUAY RSALAGS GKS GAO0GAYQ&A @At}
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V. IMPROVING THBYSTH

PARTONE WORKING TMMAKE ADIFFERENCE
1 Ongoing Efforts to Improve Adoptions
1 Family Assessment Response

PARTTWO. OFCORITICAINCIDENTASEREVIEWS
1 Summary of Findings
1 Child Fatality Reviews
91 ChildNear Fatality Reviews
1 Systemic Investigation: Recent Maltreatment

PARTTHREE IMPLEMENTATIONTATUS OEHILDFATALITY
REVIEWRECOMMENDATION2012-2013

PARTFOUR 2014LEGISLATIMEPDATE

i KIFI @S O02yiGl OGSR 2Y06dzRaYly o0S¥2NB luyyduhave y 2 NXY | €
proven to be a good resource. | feel like you really got things moving. | feel you are &n asset.

~FosterParent
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PARTONE WORKING TMAKE ADIFFERENCE

ONGOINAEFFORTS TIMPROVE THEDOPTIONBYSTEN

The Division of Licensed Resourd&®poses Rules to Improve the Adoption
System

hC/ hQa Hnwmm *dofyidzitetl caseS affetete child abuse and neglect occurring in adoptive

or pre-adoptive placements. What is particularly disturbing in these cases is that the child abuse and

neglect occurred in homes that had been scrutinized and approved by child welfare agencies, and or by

the court, as safe and appropriate adoptive homes for the children.

LY CSONHzZ NB HaAMHX [/ KAfRNBYQE ! RYAYAAGNoadtrgsg 6/ ! 0
these concerns and recommend changes to the adoption process. Members of the committee

represented various professions and organizations within the child welfare and adoption system

including: CA; private child placing agencies who conduct disereasd international adoptions; the

hFFAOS 2F GKS 1 dG2NySe DSYSNIfT GKS O2dzNLT Llzot A O
and medical professionals. The recommendations made irSEiere Abuse of Adopted Children

Committee Reporf (heNB A y I F i SNJ & { S gadedbto dtréngitie$thevaGopiidN\slisterd and

provide greater safeguards to protect children and strengthen families.

In August 2014, the Division of Licensed Resources (DLR) filed new proposed rules governing child
placingagencies and adoption services with the Office of the Code RéVidérese rules implement
many of the recommendations made in tBevere Abuse Reppand address the following topics:

Training and Post Adoption Support Services

1. Training and preparain for prospective adoptive parentéSpecific topics include:

The rights and responsibilities of adoptive parents;

Potential risks and challenges inherent in adoption;

The needs and characteristics of children available for adoption;

Attachment, separatin and loss issues for children;

¢CKS AYLRNIFYOS 2F | OKAfRQa Odzf Gdz2NF £ | yR
The effects of adoption on the child and family; and

¢NFAYAYy3I NBEtFGISR (2 GKS LI NIAOdz I NJ OKAf R
racial, religious, ethniand linguistic background; medical, social birth and

developmental history; and educational data.

=A =4 =4 =8 -8 -8 -9

24 Availableat http://www.governor.wa.gov/ofco/reports/2011/ofco_2011 annual.pdf

% Report released in September 2012. Available at:
http://www.governor.wa.gov/ofco/reports/Severe Abuse_Adopted Children_Report.pdf
* Proposed rules available dtttp://www.dshs.wa.govca/fosterparents/laws.asp

" proposed WAC 38B47-1725
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http://www.dshs.wa.gov/ca/fosterparents/laws.asp

2.

3.

Training requirements for child placing agency stificluding:
1 Potential short and long term effects of prenatal exposure to alcohol, drugs and
poor nutition;
1 Potential effects of separation and loss by the child in respect to their family of
origin;
Developing emotional ties to an adoptive family;
Attachment and postraumatic stress disorders;
Normal child and adolescent development;
Issues of race a@hculture;
Acculturation and assimilation issues including those that arise from race, ethnicity,
religion and culture;
9 Ethical considerations in intexountry adoptions; and
1 The effects of having been adopted internationally.
Information provided to pagntial adoptive families must include peatioption supports
available, including financial suppgtt.

=A =4 =4 =8 =4

Assessing Prospective Adoptive Families

1. Establishes minimum requirements for adoption home stullid®equired activities and topics
addressed include:

=A =4 =4 =8 -8 -8 -9

= =

1

Individual interviews with each applicant parent and with each member of the household;
onaAldS S@lFftdzr GA2Yy 2F (GKS FLILX AOFIYyiQa K2YS | YR
Suitability and fithess of each applicant;

Identification of child characteristics for which the applicant{g) lzest suited,;

Concept of adoption as a lifelong process and commitment;

wSt SPryO0S FyR LRGSYGAlIt oSySTAdG 2F (KS
5Aa0f2ad2NB (2 GKS OKAfR 2F FTR2LIXIA2Yy | yR
and relatives;

RSt SOlFLyOS 2F I OKAftRQa NIOAFIfEIZ SGKYAO |yR Od#
Whether the applicant(s) previously applied for an adoption home study and the outcome

of the application; and

A supervisor must sign for approval or denial of the adoption home study.

2. Minimum requirements for posplacement reportd- Required activities and topics include:

1 Face to face post placement contact with each child and adoptive parent at least once
every thirty days until the adoption is finalized.

f All reasonably available information6 2 dziT G KS OKAf RQa LIKe&aaAaOolft |
home environment, family life, and facilities where the child has resided;

T LYF2NXIFGA2Yy 2y (GKS OKAf RQ&a Odzf GdzNF f KSNRGL =

band;

Collateral contacts with professials involved with the family or child;

Follow up contacts with personal references;

=a =

% proposed WAC 38B47-1665
» proposed WAC 38847-1675
% proposed WAC 38B47-1695
3 Proposed WAC 38B47-1730; and proposed WAC 3887-1685
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T ! NBGASs 2F (GKS FrLYAfeQad RAAOALI AYyS LINIF OGAC
1 Documentation of home visits including one within the first thirty days of placement;

and
1 If the placement appears likely thsrupt, documentation of efforts to provide services

to preserve the placement and if disruption occurs, documentation of efforts to provide

a new placement for the child.

3. Ensure that all adoption home studies (glacement reports) are, are filed withe court as
required by state law?

Placing a Child for Adoption

1. Plan to identify children needing adoptive placements, the diverse needs of those children, and
how children will be matched to families

2. Locate and provide information about the childdatine birth family to the prospective adoptive
family.

3. Develop a transition plan for the child into the family and preparing for adjustment issues as
NBfFGSR G2 G4KS OKAfRQA o6l O13INRdzyR®D

Qualifications for Individuals Conducting Prand PostPlacement Rports

Proposed WAC 38847-m ¢ bp  NBAjsdperiNgdramist sign for approval and denial of the adoptign
K2 YS &HbaeRer, this proposed WAC does not describe qualification requirements for the
supervisor or for the individual conducting the homeusly. At a hearing on these rule©FCO

requesedthat the requirementsecommended in The Severe Abuse of Adopted Children Report, b
incorporated into this rule:

Recommendation
WAC 3881L47-1695(5)Individuals conducting an adoption home study mussigervised through a
Washington State child placing agency and the supervising agency employee must possess the f@llowing

qualifications:

W A master's or doctorate degree from an accredited program in social work, psychology, gufjdance
and counseling, or similar subject area.

W Two years of experience in family and children's services, one year of which must include
providing adoption services.

W Andif the agency provides intercountry adoption services, the supervisor must have experignce

inintercountryt R2 LJGA 2y & ®€

A supervisor must sign for approval and denial of the adoption home study.

32\WAC 388147-1700
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Services

In February 2014he State Auditor released its repditled TheExperience and Perspectives of
Washington Families who Adopted Children from Foster Chrereporffocused on three questions:
1 To what extent are the service needs of families who adopted children from foster care being
met?
T 2KFEG FNB | R2 LI A gSwolkihghiBhyDSHSandSCA ta@dgdtisie/bérdfits?
T 2KIFIG Oy 6S tSINYy FTNRY 20KSNJ adlFdSaQ LINRAINI Ya
Washington?

TheAuditor surveyed 1,686 adoptive parents, gathered information from national experts, and
examined pratices in eight other states with populations similar to Washington.

The study reinforced findings of previous reports, specifically that:

1 The children and families with the greatest need were less likely to obtain or benefit from
services.

1 Some parentsinable to access services felt unsafe and reported concerns that their children are
at risk of harming themselves or others.

1 Nearly half of parents surveyed said they had difficulty finding information on how to access
crisis intervention and residentiahre services.

9 Other parents said they needed assistance finding counselors who could help their children, and
that they also wanted information on additional services available for their children.

The report recommends that DSHS develop a plan to medaostadoption services for families
adopting children from foster care and that this plan include strategies to inform adoptive parents about
accessing available services.

Ly NBaLkRyasS G2 GKS {{dF0GS ! dzRA (2 Nd&ResdueJarNI >/ |
Adoption to create a more infmative postadoption website to help adoptive families identify
resources and services available in their community for the special needs of children adopted from
foster care. The department will also develaflist of experienced and knowledgeable counseling
providers for adoptive families. In partnership with stakeholders and nonprofit organizations, CA is
working to enhance resources for post adoption services.

% performance AudiThe Experiences drPerspectives of Washington Families who Adopted Children from Foster Care.
Available atwww.sao.wa.gov
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FAMILYASSESSMENRESPONSE

Background

In March 2012, Engrossed Substitute Senate Bill 8%&&s signed into law. This law required

/| KAf RNBYyQa ! RYAYAAUNXrGA2Y 6/ 10 G2 AYLISYSyd | R
alternative to the traditional Child Protective Services investiggtiathway for families with low to

moderate abuse or neglect allegatiofifie Family Assessment Response (FAR) pathway is Washington
{GFrGSQa RAFFSNBYIAIE NBaLRyaS aeadaSy

FAR offers greater flexibility to CA in engaging families and effectively addressicerns

regarding child maltreatment. FAR generally involves conducting a comprehensive assessment of
the safety of the child, as well as the family strengths and needs, and providing services and
concrete supports. Key features of FAR include:

A Afamit Qa Ay @2t @SYSy il Aa @2fdzyitr Neod tI NSyita OFy
a CPS investigation if they choose.

Al F2NXIf RSGSNNAYIFIGAZ2Y 2NJ adzoadl ydAlrGAz2y O6A®
neglect is not made.

A Based on new information that different type of response is needed to ensure child safety
CPS may change its response from FAR to the investigative pathway.

A FAR provides an avenue to engage parents more effectiveigderstand the conditions

that impact child safety and the fact®that need to be addressed to strengthen the family
unit and improve child and family wedking.

A FAR tends tbe less adversarial. There is a focus on partnering with the family to identify
concrete resources and services in an effort to prevent futnedtreatment.

Other states have found that FAR has had a positive impact on their child welfare §ystem.
Specifically that FAR has resulted in:

A Increased access to services for families in distress;
A Fewer subsequent child maltreatment reports; and
A A reduction in the removal and placement of children in -@fthome care

34 Available athttp:/apps.leg.wa.gov/billinfo/summary.aspx?bill=6555&year=2011
% SeeSiegel & Loman, Extended Foldet.d { 1 dzR&@ 2 F aAyy $a2 (!l QFinaCRepok(R0B6).Availdabe a & Y
at: http://www. iarstl.org/papers/FinalIMNFARReport.pdf

w
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Implementation

FAR is being implemented incrementally across the state, allowing CA to provide focused support
and monitoring to a small group of offices at any one time. CA begdernnentation in January

2014 in three offices: Aberdeen, Lynnwood, and two zip codes in Spokane. CA began offering FAR
to families in five additional offices in miily 2014, and another eight offices in October 2014. An
additional seven offices are indglprocess of being prepared for FAR implementation in January
2015. Complete implementation of FAR statewide will occur by January 2016.

Early FAR Data

CA reports that between January 1 and August 31, 2014, FAR social workers have responded to
1,263 inakes* Families have engaged in services including Positive Parenting Program (Triple P),
Crisis Family Intervention (CFl), chemical dependency services, mental health services, and Project
Safe Care. FAR social workers have helped families addresstya ebidentified needs including
childcare, transportation, clothing, utility bills and household items including safety equipment such
as baby gates or other childproofing items.

FAR workers filed dependencies due to child safety concerns in the imdess than 2 percent of

cases. Approximately five percent of FAR intakes were reassigned to investigations because of
safety concerns, or because the family chose an investigation instead of FAR. One reason why some
families choose not to participate AR is because they are engaged in child custody issues. Some

of the3§e families believe that an investigation with an unfounded outcome will help in their custody
case:

CA has been monitoring CPS intake trends since January 2014, and if FAR wrdes stedédavide,
approximately 70 percent of intakes would be screened to the FAR program. Although it is early to
assess and identify trends in FAR offices, it is reported that there has been in a clear increase in the
number of FAR families voluntarilpmicipating in services during a FkRervention. TriWest, the
agency contracted by CA to evaluate the FAR progvathbe tracking data on repeat referrals,
disproportionality, and other outcomes for families engaged in the FAR pathway.

available atttp://www.dshs.wa.gov/pdfica/FARNewsletterFall2014.pdf
s http://www.dshs.wa.gov/pdf/ca/farsemiannualJan2014.pdf
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Table6: EarlyFAR Data Reported by GA

Calendar Year 2014 JAN FEB MAR APR MAY JUN JUL AUG | TOTAL

Intakes assigned to FAR 126 126 130 138 106 101 243 293 1263

FAR cases transferred to Investigation

due to safety or risk concerns 4 3 6 8 4 2 6 2 35

Families who declined to participate in
(transferred to investigations)

Percent transferred to Investigations

total 7.94% 6.35% 538% 7.25% 4.72% 3.96% 5.35% 1.71% | 5.07%

Dependencies filed 1 0 4 4 3 0 3 7 22

Percent dependencies filed 0.79% 0.00% 3.08% 2.90% 2.83% 0.00% 1.23% 2.39% | 1.74%

Source: CA FAR Newsletter, Fall 2014 Issue.

OFCO and FAR

OFCO has developed an internal system to identify complaints that involve the FAR pathway. In

2014, OFCO did not receive any complaints involving FARK BortY' 22 NA & 2F hC/ hQa
year (September 2013 to August 2014), FAR was mainly implemented in just three CA offices. As

FAR is implemented throughout the state, OFCO will continue to document any complaints

regarding FAR, and will report on issueacaerning families engaged in the FAR pathway.

Additionally, OFCO will watch for child safety issues that may arise, particularly related to decisions
whether or not to conduct a CPS investigation.

When the FAR program began, OFCO Director Mary Meipigz8 8 § SR G2 LI NI A OA LI G S
Fft2y3é Ay 2NRSN) (2 20aSNBS GKS RAFFSNBYyOSa Ay L.
investigations. Ms. Meinig accompanied FAR caseworkers in Spokane and Aberdeen, and was
AYLINBAaSR o0& (GKS&S with iNgseSiandili€s inta@ohdtriciivé way @uring yier I 3 S
initial faceto-face contact with the families.

Ms. Meinig noted the workers were nantrusive, preactive, and norblaming, and kept a clear

focus on immediate safety concerns as wellasthe aila 2 gSNI f £ ySSRa @ Clw (
these families identify community resources and secure needed items such as a crib or a stroller.

The families welcomed the assistance that was offered, and workers did not encounter the

resistance and distrust t#n encountered by CPS workers wheitiating a CPS investigation.

% Statewide data since program inception
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PARTTWO. OFCARITICAINCIDENTASEREVIEWS

BACKGROUND

hC/ h NBOSA@GSa y20AFAOFIGAZ2Y 2F GKS F2ftft26Ay3
Reporting System (AIRS) andnediately begins an independent administrative review:

1 Child FatalitiesWhen there is an open case on the fanatythe time of or prior to the
fatality or any CA history on the family within twelve months of the fatality, including
dgnformation onl¥ referrals; or when the fatality occurred in a CA or Department of Early
Learning (DEL) licensed, certified, or state operated facility.

1 Child Near Fatalitied® When the near fatality is a result of alleged child abuse and/or
neglect on an open case on a case with CA history within twelve months; or the near
fatality occurred in a CA or DHicensed, certified, or stateperated facility. A near fatality
is defined as an act that, as certified by a physician, places the child in serious or critical
condition.*?

1 Recurrent Maltreatment** Whenchildrenin the same familgxperience recurrent
maltreatmentt defined aghree foundedreports of alleged abuse or neglect within the last
twelve-month period.

9 Other Critical Incidents OFCO is regularly nb&d of other critical incidents including child
abuse allegations in licensed foster homes or residential facilities;gnajite cases,
incidents involving CA clients (such as dangerous behavior by foster youth), or incidents
affecting CA staff safet@FCO briefly reviews each of these cases to assess whether there is
any unaddressed safety issue, and if so, may conduct a more thorough review.

OFCO treats each fatality, near fatality, and recurrent maltreatment notificati@masgentin
order to assue the safety of any children remaining in the home. In this reporting period, OFCO
conducted:

1 61administrativereviews of child fatalities both involving child abuse or neglect and cases

unrelated to child maltreatment;

1 17 administrativereviews of chil near fatalities;

91 1l46reviews of cases of recurrent maltreatment; and

At least400 brief reviews of other critical inciders.

¥Rcw 74.13.640(2) requires the department to promptly notify the Ombuds in the event of a near fatality of a child who is in
the care of or receiving sengs from the department or a supervising agency or who has been in the care of or received

services from the department or a supervising agency within one year preceding the near fatality. The department may conduct
a review of the near fatality atits dsNBS G A2y 2NJ 4§ GKS hYodzRaAQ NBIljdzSado

““RCW 74.13.500.

*'RCW 26.44.030(13) requires CA to fydfie Ombuds of theseases.

42 Resulting from notifications received from CA.
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h C/ IREPORTINEERIOD FORARIOUSRITICAINCIDENTS

CHILDFATALITIEST his section discussé4 administrativereviews of clid fatalities conducted by

OFC® both involving child abuse or neglect and cases unrelated to child maltreatment, occurring
between January 1, 2013 and December 31,2003C/ h Qa4 F RYAYA &GN} GA DS NBGDA
described belowDue to the nature of thee cases, investigations and reports by law enforcement,

CPS, and the medical examiner can take many months to compie®/ h Q& SElavdh y I G A2y
reporting on these cases is therefore limited to the 2013 calendar year and prior.

CHILDNEARFATALITIESOFC@onducted an administrativeeviewof 17 near fatalitiesoccurring
between January 1, 2014 and October 31, 20¢Hden the family was receiving services from CA at
the time of the near fatality, or had history with CA in the prior twelve months

RECURRENGHILDMALTREATMENTFOr the period September 1, 2B1through August 31, 201 OFCO
reviewed146 case®f recurrent maltreatment.

h C/ dJAEMINISTRATIVREVIEWPROCESS

OFCO has developed a database of child fatalities, near fatalities, and or@idants to organize
relevant case information including: family and cksfaecific identifying information; current
allegations of child abuse or neglect; prior involvement with child welfare agencies, the court, or
criminal history; risk factors su@s substance abuse or domestic violence; and information about
the alleged perpetrator and the relationship to the chil@FCO also creates a chronology for each
case describing significant eventBhrough this process, OFCO is able to identify comnuinria

and systemic issues regarding these critical incidents, as well as areas of concern in specific cases
ddzOK a GKS FaaA3aySR 62NJ SNnRa OFaStz2FRo

When conducting critical incident reviews, OFCO focuses on whether child maltreatment was a
contributing factor, and whether there were any opportunities for the child welfare system to assist

the family and protect the child prior to the incident. This allows OFCO to not only take any needed

action to protect the children involved in the critical incidentidg the aftermath, but also

provides an opportunity t@onduct systemic investigations and isseeommendationss needed,

G2 O0SGAOSNI LINPGOSOG 2dzNJ adGFGSQa vYzad @dAZ ySNrofS L

3 An administrative review by OFCO is a differanti less comprehensive process thamExecutive Child Fatality Review
convened by CA in cases which meet the staytequirements oRCW 74.13.640.
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QUMMARYOFHNDINGS

FATALITYREVIEWS

T

= =

In 2013, OFCO rmwed61 child fatality casesboth involving child abuse or neglect and case
unrelated to child maltreatment. This represents a 45 percent increase from 2012.
Seventeen child fatalitiesvere directly attributed tophysical abuse or negleend of these

ten involvedchildren under the age of thregears.

Unsafe sleep environmentontinues to be deading risk factorassociated with infant deaths.
Major risk factors in these child fatalities includetbstance abuséy and/ormental health
problemsof acaregiver; and/or a history afomestic violencen the family.

NEARFATALITYREVIEWS

T

OFCO reviewetl7 nearfatality casedn the first ten months of 2014, a sharp decrease from
those reviewed in the full calendar year of 2013 (30 cases).

RECURRENVIALIREATMENREVIEWS

T

T

| AFEEAA T £ OEA &ATEIU AT A #EEI AOAT 80 /i

OFCO receivet¥46 notifications of recurrent maltreatmenin its 2014 reporting period, 20.7
percent increaseover the same period last year.

The vast majority of the founded reports constituted chikebjlect(78.4 percent), which isore
likely to recurthan physical or sexual abuse.

Caregiver substance abusemains the most prevalent risk factor in these cases (67.2 perce
of cases in 2014, 38.4 percent increasé&om last year).
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(HILDFATALITYREVIEWS

State lawrequire§ { | { (12 O2yRdz00 I OKAfR FrLdlftAde NBO
caused by child abuse or neglgand the child wagitherA 'y G KS RSLI NIYSyidQa
services fromhe department within the last twelvenonths ** DSHS isequired to consult with

OFCO to determine if a fatality review should be conducted in any case in which it cannot be
RSGSNNAYSR 6 KSi(KS NEdifrenSuspekstadimBlieeatmerts Thie KA fat&ity dzf G
review committeeis made up of individuals whHead no previous involvement in the case, and
includes individuals whose professional expertise is pertinent to the das2013, the department
conductedl13 executivechild fatality reviews*® An additionakwo internal fatality reviewswere
convened byCA at the request of OFCOExecutive childatality review reports are distributed to

the apprfspriate committees of the legislature, and are posted and/niai A Yy SR 2y GKS RSLI
website.

O« >
o
N

OFCOexamingsf f Tl Gl fAG0AS& A ydasspan@ase itk GA atifietiheRaRany T I Y A f
CA history within twelve months of the fatality, regardless of whether the subject child received

services from the departmerf. This includes child fatalities in which the death is suspected to be

caused by chdl abuse or neglect, as well as fatalities unrelated to child maltreatment. OFCO

examines these in ordeo: identify critical factors and patterns; assist policymakers in developing

strategies to avoid these tragedies; and to determine whether a DSHByfagaiew is required

based on suspected child abuse or neglect. In 20O examines1 child fatalities.Because

OFCQuses slightly broader criteria to determine whether further examination of a fatality is

warrglonted,data compiled by CA and OF@Qarding these internal administrative reviewsy

vary.

In past reports, OFCO has presented and analyzed child fatality data by calendd3gesuse the
number of maltreatmentrelated fatalities in any given year is too low to reflect significantgras
or trends, OFCO has chosen in this repoipresent datacovering thefour-year period from 2010
through 2013 The following datdescrilesthe profile of thel52 child fatalities examiad by
OFCAQluringthis fouryear period. It should be notedhat the accidental or natural death of a
child, unrelated to abuse or neglect, is not included in this data.

“w/2 Tnomodcnand® Ly HammE AGFGS fFg Y2RAFTASR GKS RSLINIYSYyHQ.
DSHSwasrequiRe (2 O2y RdzOlG + OKAfR FLaGFLfAGE NBOASE 2F Ly adzy SELISOGS
GK2aS RSFHiKa GKIFIG aFNB &adzaAaLISOGSR G2 0SS OFdz&aSR o0& GHAf R | 6dzaSs

or natural deathunrelated to abuse or neglect.

“®RCW 74.13.640(1)(bYhis law also states that DSHS may review any near fatality at its discretion, or at the request of OFCO.
“5 Note that due to the timdag between the death of a child and the review of that death, sofitbe deathsreviewedin

2013 include deaths that may hawecurredater in 2012, and does not include deaths taturredin late 2013.

“"RCW 74.13.640(1)(B)so states that DSHS may review any near fatality at its discretion, or at the reque€©f OF

48 See:http://www.dshs.wa.gov/cal/pubs/fatalityreports.asfRCW 74.13.640)

a1 KAad2NBé YIe AyOfdRS NBLRNIa (2 /t{ GKrd 6SNB y20 aONBS:
*|ike OFCO, CA conduatbrief administrative review of all critical incidents. OFCO conducts a more detailed administrative
review ofthe deaths of children whose family had an open case with CA at the time of death or within one year prior, or whose
family was the subject af CPS report in the year prior. CA also conducts its own internal administrative review of most of
these deaths. Neither DSHS nor OFCO reviews child fatalities that were expected due to a medical condition.
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QHILDFATALITIEEXAMINED BOFCQ2010¢ 2013:

KEYHNDINGS

W The vast majority of fatalities related to abuse or neglec.4
percentt involved childrenunder the age of 3 years.

W Unsafe sleep practices continue to be a leading risk factor associated
with infant deaths (77.3 percent).

() Fatalitiesof Native American and African American children are
disproportionally highrelative to their r@resentation in the state
population.

() Major risk factors in child fatalitiesncludesubstance abuséy

and/or mental health problemsf a caregiver; and/or a history of
domestic violencen the family.
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Figure 11:0FCGReviewed Fatalities by Year
By Calendar Year (JanuafyciDecember 3%)
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In 201, DSHEA conducte@xecutivefatality reviews regarding the deaths of 13 childrénThe

department conductsuchNE @A Sga 2yt & 6KSYy (KS OKAfRQa RSIGK
or negect. OFCO, howeverxaminesll deaths of children whose family had an open case with CA

at the time of death or within one year prior, or whose family was the subject of a CPS report in the
year prior. CA conducts its own internal administrative reviefimost of these deaths also.

Neither DSHS nor OFCO reviewsddiailalities that were expected due toraedical condition.

°LCA Child Fatality Review reports are ke at:http://www.dshs.wa.gov/ca/pubs/fatalityreports.asp
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Infant fatality examined by OFCO, but noteeting criteria for CAExecutiveFatality Review

CPS received a report of theath of athreeY 2 Yy 1 K 2f R Ay Tl yi 6KAfS (K
Family Voluntary Services. The baby had been placed in bed with the mother, who woke up to fin
baby not breathing with some evidence of blood. The autopsy concluded thatadkisn

Gdzy RSGSN¥YAYSRE AYyTFlLyid RSFEOIK®

The mother had a significant history of substance abuse. She used street methadone and marijue
during her pregnancy, as well as methamphetamine and a prescription benzodiazepine medicatiol
two months prior to dscovering she was pregnant. After enteringp@tient treatment, she was
prescribeduboxone’s g KA OK aKS ¢l a adatt Gr{iAy3a 4G GK
drug use and produced clean urinalyses, although a family member reportetidghats an alcoholic.
There had been two prior CPS reports regarding the family, the last one reporting that the newbor,
experiencing withdrawal symptoms due to prenatal substance abuse. The earlier CPS report (a lit
over a year prior to the birtlof this infant) reported that the firstborn child tested positive for
methadone and marijuana at birth. The mother was in a methadone treatment program at the tim¢

The night of the fatality, both parents admitted to drinking alcohol and taking Nydjbi. father had

LX F OSR GKS AyFlLyid Ay 0SR gAGK (GKEYyY2EKSSBIIDR:Z N
as per CA policy, the CPS investigation did not make a finding regarding abuse or neglect, but ratl
focused on future risk to #hsurviving sibling.

Teen suicide examed by OFCO, but noteeting criteria for CAExecutiveFatality Review

CPS received a report that a-§&arold youth committed suicide. The report was not screened in fol
investigation, as no maltreatment was s&sP i S R @ ¢KS @2dziKQa FIFYAfe@
Washington from another state, and had one prior report to Washington CPS less than a month be
0KS 82dzikQa RSIGK® ¢KS NBLR2NISR AYOARSYd I
undergo drug testing, and that the youth ran away. The youth reported to police that he was beinc
abused by his father. The youth had reportedly been taken to the hospital the previous day for

SPOIFftdza GA2Yy 2F &dzA OARLF f A Rath)tie CRS/irbestigation ofitHatSncident
was pending for closure, with an unfounded finding for maltreatment. The CPS investigator found
the family had a history of two prior CPS reports in another state. One involved allegations of don
violSy 0OS Ay (KS K2YS3 FyR NBadzZ 6SR Ay | dadzai
physical abuse of the youth by the father aigl& dzf G SR Ay I y findlidgy & dzo & G | y i

*2Suboxone treatment is a physicidirected treatment for opioid dependence.
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DID (HILDABUSE ORIEGLECTONTRIBUTE TO TEHILA3DEATH

OFCO ientifies child fatalities that were directly caused by child abuse or neglect, as viletises

in whichabuse or neglect concerm®ntributed to the fatality Between 2010 and 2013hitd

neglect directly causeshany morefatalities (53)than physicabbuse(20). In 2013 along 13

children died as a direct result of neglect, whier children died from physical abuse. ORG@d

GKFd OKAfR 06dzaS 2N yS3ItSOuG FIOG2NAR ¢gSNbBanLINBaSy
additional32 cases

Fgure 12: Fatalities Caused by Child Abuse or Negjectin which

Child Maltreatment Concerns were Preser010 ¢ 2013
(Total Number of Fatalities = 152

Clear Physical Abuse 13.2%

Clear Neglect 34.9%

Child Maltreatment Concerns

(HILDMALTREATMENDEFINITIONS

Clear Physical AbuseCA records, law enforcement reports, ather documents noted that
AYyiSyldazylrtte AyFEAOGSR LKe&aAOlt Aye2dz2NARSa O
Clear Neglect/ A NOdzyaidl yoSa 2F GKS OKA StiK Of

Qa
leaving an infant unattended for 12 hours) caused & A f R (% i

U 1
© T

puUE

K

Child Maltreatment ConcernsFactors associated with child abuse or neglect were present in the

FIrYAfeQa OlFasS KAad2NB yR gKAES y2G I RANBOI
substance abuse; domestic violenioy the parent in the presence of children; mental health issues tt
AYLI AN I LI NBydGdQa FoAftAGe G2 FLILINRPLINRIFGSE &

deceased child or of other children in the family.

BLy Ylye 2F (KSaS Ol d$CPS refok 5 bedrfade faRidhe CRSSnvestigatiah Iredrited in a founded

findingfory S3t SO @ /' RFOGlF AYRAOFGSa GKFG mmn RSFGKA NBadZ 6SR Ay
2013, 47 of which met the requirements for an Executivé FatA 1 @ wS@ASg O LISNI /! Q& vdz- f Ad& L YLINZ
during conference call on 12/16/2014).
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FATALITYASEEXAMPLEBYMALTREATMENIYPE

Example 1:Q0_.EARPHYSICAABUSE

Athreeyear2 f R OKAf R ¢t a ({AffSR Fa | NBadzAZ i 2F LK
mother had left the child and his 2Ronth-old sibling in the care of her boyfriend whihe went to
work a second pattime job. At the end of her shift, the boyfriend contacted her asking that she cor
home immediately. The mother found the child sitting on the floor complaining of a hurt stomach,
assumed this was due to iron supplemte the child had been taking for anemia. After the child bega
vomiting and unable to walk independently, the mother took the child to the hospital. According to
mother, the child was talkative en route, but became unresponsive by the time thegdrrMedical
staff performed cardigoulmonary resuscitation but the child was later pronounced dead. The autoy
concluded that the death was a homicide caused by blunt force to the head and torso.

A CPS investigation was conducted into the fatalitidient. In addition to the above information, CPS
F2dzy R GKIG GKS OKAfRQa airaofAay3da gha O20SNBR
028FNASYR KIR 06SSy aO02yiNRffAYy3dIé¢d YR KFER 0685
particuarly with the surviving sibling. A prior CPS report made by a medical professional almost fi
months earlier, alleged that the children had received no primary health care (including immunizat
and did not appear healthy (very pale and coughindpe mother was reported to be unable or
unwilling to provide health care for the childre@lthough the report was initially screened in for
investigation, the screening decision was subsequently changaddalternate intervention responge 3
i.e. for areferral to Early Family Support Services provided by-eddfkacted community agency. The
family agreed to voluntary services with this agency, and services were provided over the followin
and-a-half months. The contractor reported good progrestating in the closing summary that the
OKAf RNBY al LIISFNBR KSIfdKesz KI LILHESCPRasRvhiChth&dl
been kept open to allow these services to be provideds closed five days prior to the fatality.

The CPS invaghtion into the fatality incident resulted in a finding of physical abuse by the boyfrien
and neglect by the mother. The boyfriend was charged with homicide by abuse.

Example 2:0_EARNEGLECT

A fiveyearold dependent child was killed after beihg by a car while crossing the street with the
mother and three siblings, ages six, four, and 16 months. The dependency case was established
drug abuse and repeated incidents of domestic violence by the parents, some of which had resultg
injuries to the children. The children had been returned to the parents almost three months before
fatality. The mother tested positive for methamphetamine at the time of the accident. The father \
incarcerated at the time. The CPS investigation ootet! into the fatality incident resulted in a
founded finding of neglect against the mother.
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FATALITYASEEXAMPLEBYMALTREATMENIYPE

Example 3:CHILDABUSH NEGLEC@GONCERNS

A two-month-old infant became unresponsive during the night. Police responded to the incident af
found the home tuttered with toys and clothes. The mother reported having gone to sleep in the g
bed together with the infant and two older siblings, ages four and one year old. The infant was ta
the hospital and later declared clinically brain dead. AiQ\RStigation of the fatality incident found
that the mother had a history of prescription drug abuse, of narcotics prescribed for pain. The mol
was also taking prescribed methadone at the time, but her current prescription bottle was empty a
the reponding police officer suspected that the methadone may have been sold.

CKSNB gFa 2yS LINA2NI NBLERNI G2 /t{ 2dzAad 2 JSNJ
The referral alleged that the mother was overusing prescription medicatmtiset point where she
would become dysfunctional, reportedly sleeping for many hours at time, day and night. The motk
gla faz2 NBLRNISRfe RNAYylAy3d |fO02K2f |yR ay
the children with friends and familyThis CPS referral was screened out and therefore not investiga

¢KS FdzizlLlae RSGSNXYAYSR
It { Ay@SadAiaalrarzy 27F 0
evidence to support a finding of neglect.

KS AyTFlyiQa RSIGK 0
¥
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MANNER OBEATH

The manner and cause of death is determined by a medical examiner or coroner. The manner of
death describes the context or circumstances of the death and is asdigioee of fivecategories

1.

2
3.
4.
5

natural/ medical
accidenta]

homicide

suicide or

unknown/ undetermined

The cause of death details how the death occurred. For example, the manner of death is
determined as natural/medical when the cause of death is pnenimar the manner of death is
determined as accidental when the cause of death is a drug overd@ssed on the scene
investigation and other factors, a death caused by drug overdose could also be determined to be
suicide.

Figure B: Manner of Death 10- 2013

(Total Number of Fatalities = 162

Homicide 16.4%

Accidental 33.6%

Natural / Medical 24.3%

Suicide 3.9%

Unknown / Undetermined 21.7%

Note: Fatalities are reported by calendar year
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(HILDFATALITIES ANRACIALDISPROPORTIONALI2910-2013

Child fatalities directly causday abuse or neglect, or where child maltreatment was identibgd

OFCO as a contributing factor, continue to be disproportionally high for Native American and

African American children-or example, while Native American children make up two percent of

the children in Washington State, they represent more than 22@atr of the child fatalities
examiredbyOFCO{ A YAf I NI &3 ! FNAOIY ! YSNAOlIY OKAfRNBY YI
population yet represen.5 percent @ the fatalities

Table7: / KAf RQ& wl OSORCERRvieded IChild Ratelifiesta 0 013

(Total Number of Fatalities £52)

OFCO Fatality Reviews* Comparison Populations
Clear Abuse/Neglect Maltreatment Concerns DCFS Placement** WA State Children***
Caucasian 64.4% 59.5% 62.6% 71.2%
African American 5.5% 7.6% 8.4% 4.0%
Native American 23.3% 20.3% 12.7% 1.7%
Asian or Pacific Islander 1.4% 3.8% 1.6% 7.2%
Other 0.0% 2.5% 0.3% 6.3%
Multiracial 5.5% 6.3% 14.1% 9.6%
Latino / Hispanic 9.6% 7.6% 16.9% 18.8%
Non-Hispanic 90.4% 92.4% 83.1% 81.2%

Note: Fatalities are reported by calendar year

* Includes 2010-2013 child fatalities where maltreatment was identified: clear abuse or neglect (73 cases) or maltreatment concerns (7!
** Data reported by Partners for Our Children (partnersforourchildren.org), 2012

** J.S. Census Bureau, 2008-2012 American Community Survey 5-Year Estimates
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(HILBAGEAT TIME OFDEATH

As in previous years, between 2010 and 2013 an overwhelming majority of fatalities (almost three
guarters)examired by OFCO involved children under the age of threentsf(children 12 months

of age or younger) accounted for almost 60 percent of the fatalities. As in previous years also, the
majority of the infantdeaths examiad are related to unsafe sleep practicesd Figure 16

Figure 14 Ageof Childat Timeof Death 2A.0- 2013

(Total Number of Fatalities152)

59.2%

13.2%

12 months or less 1-3 years 4-7 years 8-12 years 13-17 years

Figurel5: Fatalitiesof Infants 20162013
(Total Number of-atalities = 152)

2010 2011 2012 2013
(n =33) (n =36) (n =34) (n =49)

>
(@]}
b
O

| FEEAA 1T £ OEA &ATEI U AT A #EEI AOAT 80 /i Page78



INFANTSAFES_.EERNVIRONMENT

An unsafe sleep environmenbntinuesto be a major contributor to infant fatities. Unsafe

sleeping practices include: adults, older children, or pets sleeping with an infant; putting an infant

to sleep on an adult bed, couch, sofa bed, or other soft surface not designed for an infant; and the
presence of soft items such as pills, blankets or stuffed Yy A Y+ £ & Ay (GKS Ay Tl yiQa

In 2013 the vast majorityof the maltreatmentrelated infant deaths§7.1 percent, o27 deaths)
examired by OFCnvolvedunsafe sleep practicesSeventeen of these deathsviolved a parent or
other adult co-sleeping with the childThe average age of infants whose deaths wetfated to
sleep environment was younger than 4 months.

Figurel6: Unsafe Sleefnvironment in OFCReviewedinfant Fatalities20102013

(Total Number ofnfant Fatalities= 90)

2010 2011 2012 2013

Note: Fatalities are reported by caléar year.
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UNSAFE_EER_ASEEXAMPLES

Aonemonth-2 f R AYFlyd RASR ¢gKAfS afSSLIAy3 2y GKS
0§KS Ay Tl Yyl dyeardldSolings\als®aQléep it & Hgh chair nearby. The family was
receiving CPS Family Voluntary Services at the time, having had ongoing CPS involvement since
2T GKS 2f RSNJ OKAfRXZ NBfIGSR G2 GKS LI NBWeémQa
The medical examiner determined the death to be caused by SIDS.

A onemonth old infant died while sleeping beside the mother on a futon. The autopsy determined
death was caused by pulmonary distress resulting from airway restriction (ataideThe family had
G662 LINAR2NIJ NBLER2NIA G2 /t{ NBIFNRAy3I yS3atSoi
gla NBOSAOGSR 2dzad 20SN) g2 Y2yiKa o0SF2NB (K
founded finding.

A two-month dd infant died while sharing a bed with the mother and two siblings, ages two and six
years old. The mother had placed the infant to sleep in the bed between herself and thearold
sibling. The medical examiner determined the cause of death tailde® Unexplained Infant Death
(SUID)5.4 The family had five prior reports to CPS involving concerns that the children were being
neglected, secondary to domestic violence.

* Sudden unexpected infant deaths (SUID) are defined as deaths of infants (12 months or younger) that occur suddenly and
unexpectedly, in which the causé @eath is not immediately obvious prior to investigation. Each year in the USA, about 4,000
infants die suddenly of no immediately obvious cause. About half of these SUID cases are due to Sudden Infant Death
Syndrome (SIDS). SIDS is defined as the sutih of an infant that cannot be explained after a thorough investigation,
including an autopsy, examination of the death scene, and review of the clinical history. SIDS is the third leadingnfanse of
mortality in the USA. Although the overate of SIDS in the US has declined by more than 50% since 1990, rates-for non
Hispanic black and American Indian/Alaska Native infants remain disproportionately higher than the rest of the population.
Center for Disease Control and Preventiottp://www.cdc.gov/sids/aboutsuidandsids.htm
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IMPROVINGHILDSAFETYCHILDREN AGEB3 YEARS

Critical incident review conduced both by OFCO and @ntify children agegeroto three years
as the primary victims of child fatalities and near fataliti#ese children are the most vulnerable
for maltreatment. CA reports that between 2@ and 2QA.3, 70 percent (84 of 20) of child abuse
and neglect related fatalities and netatalities were of children under the age of thréhestate-
wide workgroup(in which OFCO participated) established by CA in Junet@@tiprove safety
outcomes for this vulnerable group of amnénhas concluded its work, and resultedsignificant
policygschanges regarding casework practice with families who have an infakg of November,
2014:

9 for families with newborns, all DCFS and DLR workest complete a Plan of Safe Cafe
the newborn is substancaffected or born to a dependent youth;

9 for families with infants ages 0 to 6 months, all workemngst verify that parents and
caregivers have received the Period of Purple Cnylmgklet and DVD, and if not, must
provide, review and dis@s the contents; and

9 for families with infantsunder one yearall workeranust complete a Safe Sleep
Assessmentand engage the parent or caregiver to create a safe sleep environment if one
does not exist.

Anextensivee Y Ty i {FFSGe mMNha yRIyEA GAA2 SKRSSY  H¥E 02 NLI2 NI
training provided to CA staff through the Alliance for Child Welfare Excelténce.

%5 CA Practices & Procedures Manual, Section 1135, Infant Safety Education and Intervention.
% per conversation with Jeff Norman, Health and Safety Program MaRaggon 2 South, 11/17/2014. The training is a day
and a half in length, a reflection of the importance of this topic in a comprehensive child welfare training curriculum.
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FAMILYRSKFACTORASSOCIATED WIFATALITIES

The majority of the children whdied ©1.8 percent) came from families ti a history of drug or
alcohol abuse Domestic violence and mental health issues were also identified as significant risk
factors in many of these fatalities\t least one of these three risk factors was presergard

percent of thefatalitiesexaminal by OFCOAII three risk factors were identified in B/percent of
these child fatalities.

Figure 17 Family Risk Factolis OFCCReviewedChild Fatalities 200 - 2013
(Total Number of-atalities =152)

Substance Abuse Domestic Violence Mental Health
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DISTRIBUTION GtATALITIE BDSHIREGION

Of the 15ZXatalities examied by OFCO from 2010 to 2013, the majority occurred in Region 3
(40.8 percent). Fatalities in Region 1 accounted for 28.3 percent, and in Region 2, 30.9 percent

of the total number.

Figurel8: OFCGReviewedFatalities by Regio2010- 2013

(Total Number of-atalities =152)

North 12.5%

Region 1
South 15.8%

North 16.4%

Region 2
South 14.5%

North 20.4%

Region 3
South 20.4%

Region 2
North

Region 2
South
Region 3
North
Region 3 South
Region 1 South
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NEARFATALITYREVIEWS

State law requires DSHS to notify OFCO of the near fatalitgny child who has been in the

RSLI NIYSyioa Odzad2Reées 2N Wb Qidik Belasd2 modtheIA 0Sa TNRY
DSHSnay conduct a review of any near fatality at its discretion, or at the request of GHGO.
RSGSNN¥AYAYTI 6KSGKSNI (2 O2yRdzO0G + NB@GASg 2F I+ ySI N
applies the same critaaias mandated for a fatalf§t that is, CA convenes a near fatality review

committee when the near fatality is suspected to be caused by child abuse or neglect and the child

received services within 12 months of the near fatality incident. Regardless tfigvteenear fatality

review is conducted, CPS frequently conducts an investigation of the incident to determine whether

abuse or neglect occurred, and takes action to protect the child and any other children in the family,

where necessary.

OFCQ@onductsan administrative review ddll near fatalities involving child abuse or neglect when the
family had an open case with CA at the time of the near fatality or within one year prior, even if the
subject child was not the recipient of services from the deépant.®* OFCQ@xamines these casés:

identify critical factors and patterns; assist policymakers develop strategies to avoid these tragedies; and
to determine whether to request a DSHS néatality review.

OFCO examad the near fatalities of 17 chilekn between January 1 and October 31, 2014. Of these,
six were selected byYpSHS Cto receive a comprehensive Near Fatality Review by a committee.

w/ 2 tnomodpnn RSTAYSa aySk NI FI (liah, pldcésthe thid incsérigus or Gifical i KI = I & O
O2YyRAGAZY D¢

RCW 74.13.640(2).

d.

O RCW 74.13.640(1).

% For example, even if the family had only screened intakes within the past year, but no open case, OFCO reviews the

intake screening decisions mabg CA.
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The following are two eamples of near fatalities exaned by OFCut not reviewed throug a CA
nearfatality review:

NEARFATALITIEEXAMINEDBYOFCOBUT NOTRECEIVING £ ACONVENEINEARFATALITYREVIEW

A 15yearold dependent youttwas hospitalized unconscious aftetempting suicide by
strangulation. The youth was living in a grouprte at the time, had experienced multiple eot-

home placements, and had a history of suicidal ideati@FCO reviewed the near fatality incident

as well as recent reports regarding the group care facility, to determine whether lack of super
of this youth may have contributed to the near fatalitpFCO also reviewed 21 prior CPS report$

involving this youthDLR/CPS conducted a thorough investigation of the concerns that there may

have been a lack of supervision of this youth by the facilityho@ifgh the finding of the
AYy@SaidAadal dAaz2y gl a a! yF2dzyRSRéE F2N) yS3at SO
identified, related to policy and procedures involving youth with suicidal ideation.

Atwo-month-old infant was hepitalized with asubdural hematomarequiring brain surgery. The

parents had no explanation for the injury, which was suspected to be caused by abuse. CPS|had

received a report five days earlier, from an anonymous referent, alleging that the infant had biuises
on her legs, &d a severe diaper rash, was underdressed for the weather and had cried inconsplably

forthreehours ¢ KS LJ NByd KIFIR NBLR2NISRf& FRYAYyAal$NBR

this time frame. The CPS report had been screened in for an emergestigation. This was one

of two prior reports on these parents; the other report was not screened in for investigation. QFCO
reviewed the screening decision on that referral, and the actions taken by CPS following the iptake

received five days prior tthe near fatality. The decision to screen out the earlier referral was

F LILIINRLINAF 6ST a AG ¢61a YIRS gKAES (KS Y2{GKSNJ

authority to accept intakes does not include referrals regarding an unborn ®hiké@rding action

taken by the agency in response to the emergent report screened in for investigation five day$ prior
to the nearfatality, OFCO found that CPS as well as law enforcement had gone to the home the

evening the report was received, and found theby and the home in satisfactory condition. CP$

had gone out again the following day and found no evidence to support the allegations made

caseworke had 12 active investigations open at the time of this referral, and may have had fom

n the
referral. It is unclear what further action was planned, if any, but OFCO noted that the assigngd

r

additional intakes assigned for investigation (including this referral) that day. CA policy regarging
caseload size recommends no more than 12 to 15 cases for CP&s9drk
2w/ 2 nHeconnodnun RSFAYSE + GOKAfRE Fa | LISNE2Y +F3S 6ANIK

%3 See Social Worker Workload report to the Legislature, November 2008, conducted by CA and Washington Federation of State

Employees, alttp://www.dshs.wa.gov/pdf/ca/SocialWorkerWorkload2008.pdf

| #EEAA T £ OEA &ATEIU ATA #EEI AOAT 80 /1 AOAO Pages5

G2

ﬁ

pa

g |

My


http://www.dshs.wa.gov/pdf/ca/SocialWorkerWorkload2008.pdf

CANEARFATALITYREVIEWS

Child neaifatalities offer a learning opportunity for child welfare and other professionals to understand
how interventions with families in the context of the child protection system can be more effective in
preventing child maltreatment.

CAconvenedChild NeatFatality Review (CNFR) Committees typically include CA staff, OFCO, and
community professionals selected from diverse disciplines with expertise relevant to the case, such as
law enforcement, chemical dependey, domestic violence, mental health, child health, or social work.
Committee members have no previous involvement with the cdge following are two examples of

the nearfatality review process and the types of findings and recommendations madesa theiews.

DEPENDENTHILDPHYSICALLABUSEAFTERBEINGPLACED WITAUT-OFSTATEPARENT

A fiveyearold dependent child was hospitalized with blunt force trauma, multiple bruises, scratches,
cigarette burns, and malnourishment. The childwasihodtl £ O2y RAGA2Yy 2y TFgzZA f  A°
non-custodial parent and steparent were charged with attempted murder. Eight months earlier, the
child and a sibling had been removed from their custodial parent due to allegations of child abuse|and
negkct. At the shelter care hearing, the nonstodial parent, who lived odf-state, requested
placement of the children. Although initial information gathered regarding this parent during a Family
Team Decision Meeting and through other collateral corgalitl not raise concerns about the suitabiljty
of the parent, DCFS requested time to assess this parent throughtérstate Compact on the
Placement of Childred@PCY. The court granted extended shelter care for the children, but the ageéncy
later ackowledged that ICPC requirements do not apply to placement of a child with a faranthe
extended shelter care hearing about two months later, the children were placed with theusindial
parent. The case remained open with DCFS, so that thesustodial parent could obtain legal custody
of the children through family courtNo courtesy supervision of the placement was provided by the
other state.

C2tfft26Ay3 GKS OK-bfistReIBe/aQsignetfase®BdKEr Dafan redaiving regdosta
the noncustodial parent and steparent that the fiveyearold exhibited difficult behaviors and was
causing a great deal of turmoil in the household, and the agency advised the family to access mental
health services. The near fatality incidentoed almost six months after the children were placed
with the noncustodial parent.

® The Interstate Compact on the Placement of Children (ICPC) is a uniform reciprocal law that governs the interstate placement

of foster children. The Compact prohibitatgs from sending a dependent child to live with an-ofistate caregiver without

FANBG 200FAYAYy3a FLIWINBGEE FNRBY GKS NBOSAQAYy3 aidlisSQa OKAfR ¢S
caregiver. Washington compact is enacted in Goap6.34 RCW.

®nre Dependency of D\M. , 157 Wn. App. 179, 236 P.3d 961 (2010)
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CA convened a Near Fatality Review of this case in August, 2014, in which OFCO patrticipated. T
NEOASE O2YYAGGSSQihreRdo@pzs:a A2y F20dzASR 2y

1. Sufficiency of efforts to gather information about the narustodial parent

The Committee reviewed and discussed the information about theaustodial parent gathered by the¢

Department and challenges of vetting placement with an-oflustate parent wien ICPC requirements
do not apply.

2.ThenorOdza 12 RA I f LI NBydiQa fS3aFt Y20dA2y F2NJ
The Committee reviewed the court transcript and documents related to the court order placing the
children with the norcustodial parent, who hado pre-existing relationship with the children. The
Committee considered selective bias in the processing of the limited information about the non
custodial parent including: endorsement of this placement by the custodial parent and relatives; a
concludng thatthenornOdza G 2 RA I f LI NBy (i Q& gof-dtate/anf PaftiSigate in i 2
court hearings indicates parenting ability and commitment to the children. The committee also not
that the department had few options to oppose placement oreasthat the noncustodial parent was
unfit.

3. Postplacement activities by the department
The Committee reviewed the efforts by the department to follawwith the noncustodial parent and
to provide case management once the children were placeebbgtate. The committee noted the
challenges involved in supervising a child and parent residingfestate and arranging any needed
services.

Findings from this near fatality review include

Because the ICPC did not apply, the department was notinegjor able to conduct extensive vetting
theoutof-a G 0SS LI NByiGd® | 26SOHSNE AYyljdZANRSaE O2dzZ R
situation, employment history, mental health history, and ability to parent a child with significant
behavioral isses.

Keeping this case open for the purpose of establishing a parenting plan in family court put the
department in an untenable position as the department could not effectively provide services, mof
the placement, or ensure child safety with the chéldiplaced oubf-state.
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INFANTSUFFERABUSIVEHEADTRAUMADURING ANDPENCP3NVESTIGATION

A two-month-old nondependent infant was hospitalized with a significant brain hemorrhage, bilate
subdural hematomas, and retinal hemorrhages in one ey ifijuries were caused by naccidental

trauma. At the time of the nediatality, the family consisted of two parents and five children ages z¢
to five years. A CPS report was screened in for investigation 11 days earlier, alleging that the par
were constantly yelling at the children, and that it sounded as if children were being thrown againg
wall by the father. The report also alleged that the home was filled with garbage, maggots, and rg

al
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carcasses. This CPS referral was screened infforemergent investigation, requiring an investigato
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to make contact with the family within 72 hours. The family had a history of five prior CPS reports
the previous fiveand-a-half years, all alleging neglect of the children. Two of thesebkead screened
AY F2NIAYQ@SadAdalrdAz2ys gA0GK adzyF2dzyRSRé 2NJ a
offered services to the family, but the family declined and the case was closed as the home envirg
was determined to be acceptatste ¢ g2 203G KSNJ /t{ NBFSNNIfa gSN
which at that time constituted a letter referring the family to community resources. The remaining

report was screened out due to the allegations not meeting the definition of nefflect

Following the recently screendd CPS report, the assigned caseworker attempted to call the family,
the day the report was received, but the contact number was no longer functioning. The worker n
unsuccessful attempts to visit the family tways later, and again three days later, leaving a card at
door and on the family vehicle. Although the supervisor twice issued extensions of-thmuv 2esponse
time, no additional attempts to contact the family were made prior to the Aadal incident, which
occurred 11 days after the CPS report was received. A CPS intake reporting tfetaliamoted that
GKS AyFlryidiQa FFIGKSNI KIR OIFftSR dmm 0SSOI dza S
described the home as uninhabitable dieepiles of garbage throughout the home. All the children
were placed into protective custody due to the conditions of the home.

CAconvenedaNe@ | Gt AGé wS@ASs (2 SEIFYAYS (KS RSLI
child victim and thdamily. The Committee found that the CPS supervisor failed to follow CA policy
regarding the granting of extensions to locate and initiate fecéace contact with the alleged child
victim/s in a CPS investigation. The supervisor is required to rewigwxtension every five business
days after it is granted, which was not done in this case. The Committee found that the CPS repg
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guestion had been received ten days before Christmas, and both the assigned worker and supervisor

began a scheduled vaiion the day after the second extension of time to see the child victim had be
approved. The Committee recommended that the CA policy regarding extensions of time f-face
face contacts in CPS investigations should be reviewed with all superaisoas DCFS office. The
committee recognized that this CPS unit was significantly understaffed and experienced high case
at the time of the incident, and consequently also recommended that CA management utilize the

ren

vloads
| EAN

process to review how coverageprovided for caseloads and units when supervisors and caseworkers

are out of the office”’

% As defined in RCW 26.33.020

" The LEAN process provides proven principles that help Washington State government create a culture that encourages
respect, creativity anéhnovative problem solving, continuously improves and eliminates waste from government processes,

aligns efforts across state agencies and delivers results that matter to WashingtoniartgtpS&eww.results.wa.v
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(HILBAGEAT TIME OFNEARFATALITY

Nearly onehalf of the nearfatalities examied by OFCO in 2014 involved children under the age of two
years old, and cl@sto two-thirds were under age severin contrast to fatalities, where the majority of
fatalitiesreviewed of infants are related to unsafe sleep practices, a majangpofatalitiesof infants

are related to physical abuse (often resulting in abirsae trauma)As in the previous two years, none
of the near fatalities involved children between eight and twelve years old. Near fatalities of
adolescents are often suicide attempts.

Figure 19 Child Age at Time of Nedratality
By Calendar Ye#or 2012 and 2013; for 2014 data, reporting period is January 1 through October 31.

0-2 years

3-7 years

8-12 years  none in past three years

m 2014 (n = 17)
2013 (n = 30)
2012 (n = 16)

13-17 years

N
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SYSTEMIINVESTIGATIORRECURRENVIALTREATMEN

¢CKS / KAf RNBYQa ! RYAY A ai nflallifamfligh orclildradivhio dzpdNignBe (2 y 2
three or morefoundedreports® of alleged abuse or neglect within the last twelve month pefiod.

This notification requirement enables OFCO to review potentially problematic cases and intervene

as needed.Additionally, a close review of cases of recurrent maltreatneamt indicate whether

2 aKAYy3G2y {011 0SQa OKAfR ¢gStFINBE aeadaSy aAa STFS
maltreatment and inform practicé’

D2 @S NY 2 NResultg WasKir§tOmitiative bringsincreased attention to recurrent
maltreatment. A leadng indicator undeGoal 4of this initiative, to builddHealthy and Safe

I 2 YYdzy A tok€srdase the Ppercentage of children with a founded allegation of abuse or
neglect who have a new founded allegation within six moiftegn 7.9% to 6% bpecembei31,
2015."* Although this is a different measure than three or more founded reports within the last
twelve months, thecommongoal is to reduce the number of children experiencing recurrent
maltreatment in Washington.

aC2dzy RSR¢ YSIya GKS RSGSNYAYylFdA2y F2tt26Ay3 Iy Ay@Sadadaridrz,
Y2NB ftA1Ste KIy y2i GKFd OKAfR F06dzaS 2NJ yS3iSOG RAR 200dz2N®

/| KAftR t NPGSOGADS {SNBAOSAT sKAOK 5{I1 {k/! OFLtta Fy aAyll]Sedé

S9RCW 26.44.030(13).

PawSLISFHG abfaGNBFGYSYdé s1a ARSYGATASR a Ly I NBI ySSRAy3I AYL]

Services Review (CFSR). The CFSR also noted that thieeemassignificant drop in feictimization rates since 2003uly
2010 State Assessment.
" http://www.results.wa.gov/iwhatWeDo/measureResults/documents/communitiesGoalMap. pdf
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NOTIFICATIONS BEECURRENVIALTREATMENT

For the period of September 1, 28fhrough August 31, 204, OFCO received a total 446

notifications, an increase of just over twentpercentfrom the same periodast year The number

of cases meeting the criteria of three founded reportatdéged abuse or neglect within the last

twelve month periodhas risen substantially since notification began in 2008 5 dzNA y 3 h C/ h Qa
reporting year, OFCO received a total of 59 notificatiojust over 40 percentf the total

notifications receivedn 2014. A variety of factors may have contributed to this increase, including

' OKFy3aS Ay GKS fl ¢ 6KAOK SEAYAYIFIGSR aAyO2yOf dza
protective serviced> ¢ KS A YLI SYSy il GAzy 2F /! QéalyARsesEriieStNBY G A I
Response (FAR), which began in 2014 in pilot sites and will continue to be implemented statewide
through 2016, has as yet had no impact on the steady increase in recurrent maltreatment

Figure20: Notifications of RecurrentMaltreatment
By Reporting Year (September 18tugust 31st)

2009 2010 2011 2012 2013 2014

Reporting Year

2RCW 26.44.020(10); WAC 3BB005.
RCW 26.44.260.
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TYPE OKHILDMALTREATMENT RECURRENVIALTREATMENJASES

The graph below summarizes the type of maltreatment substantiated in the first, second, and third

founded reports’* Consistentwith previous years, neglect isby fart the most common type of
maltreatment experienced by children in these recurrent casesmprising34.9percent of all
founded reports reviewed by OFCO.

Sexual Abuse / Exploitation . 7.7%

While it is encouraging to see a decreasing trend in recurrent sexual abuse of children, as well as a
slight decrease in recurrent physical abuse, neglect continues to be the most likely recurring type of

Figure 4. Type of Child Maltreatment
By Reporting Year (Septéer 1st- August 31st)

78.4%

Neglect 72.1%

74.0%

18.0%

Physical Abuse 20.2%

19.0%

3.6%

2014 (n =439)

maltreatment of childen in our state child welfare system.

A single report may beubstantiated for more than one type of maltreatment, e.g., a report of sexual abuse is often founded

#2013 (n =405)

for sexual abuse against the offending caregiver and founded for physical neglect (failure to protect) againstdffering

caregiver who knew or shtdihave known the abuse was occurring. In some cases OFCO received notification of more than

G§KNBS F2dzyRSR ftS8S3lrdGAz2ya 2F OKAfR
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AGENCYACTION LEGALSTATUS OEHILDREN ATIME OFNOTIFICATION

For dmost two-thirds (65.3 percentpf the cases reviewed, the agency had already taken
affirmative legal actiom either through an ishome or outof-home dependency to ensure the
safety of the children who were the victims of three or more founded rep0rts.

Figure22: Legal Status of Childrefi

By Reporting Year (September 18tugust 31st)

30.0%
Dependent 31.6%

31.0%

30.3%

Not Dependent 34.8%

34.0%

35.3%

Shelter Care 32.2%

28.0%

4.4% 2014 (n = 360)

other [ 1.5% 2013 (n = 342)

7 0% 2012 (n = 261)

> Because of the time lag betwesvhen CPS receives an intake and when OFCO is notified of the third founded report, when
the CPS investigation is complete, CA has usually has sufficient time to determine whether or not legal action will be taken.
TahGKSNE OF 532 NE plaketnentagréeimdnl Shild irdh\éd amySarviclsE or At Risk Youth proceeding.
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RSKFACTORS IRECURRENVIALTREATMENJASES

Caegiver substance abusis consistently the most prevalent risk facessociated with children
experiencingecurrent maltreatment cases substance abuse was identified as a factaover
two-thirds of cases.Domestic violenceandmental health problens of a caregiver continue to be
the other two strongest risk factors associated with recurrent maltreatment, wivks one in
sevencasedndicated the presence d@ll three of theserisk factors(i.e. substance abuse, mental
health, and domestic violence A fourth risk factor prevalent in these cases is that the child victim
of maltreatment has a disability. In contrast to the three most common risk factors, which have
increased steadily in these cases in the last three years, the number of casemmeothild with a
disability has decreased, from over a quarter of cases in 2012 to 16.4 percent of cases in 2014.

Figure 3: Family Risk Factors
By Reporting Year (September 18tugust 31st)

67.2%

Substance Abuse 58.6%

60.0%

41.0%

Domestic Violence 33.3%

31.0%

41.0%
Mental Health 27.9%
25.0%
A5 2014 (n = 134)
Children with Disabilities 23.4% 2013 (n = 111)

= 2012 (n = 103)

27.0%
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RECURRENVIALTREATMENJASES BRSH$EGION

Figue 24: Recurrent Maltreatment by Region
By Reporting Year (September 18tugust 31st)

19.2%

Region 1 North 19.0%

20.4%

11.0%

Region 1 South

15.1%

Region 2 North

23.3%

Region 2 South 21.5%

21.4%

18.5%
Region 3 North 22.3%

ASWA )

0,
" 2014 (n =146)

Region 3 South 2013 (n =121)

m 2012 (n =103)
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OFCQADVERSENDINGS INNECURRENVIALTREATMENJASES

OFCO carefully reviews each of the recurrent maltreatment cases to identify trends as well-as case
specific @ systemic practice issue#n some cases, OFCO will contact the agency to correct a
problem or request or suggest action to better ensure the safety orkaiig of the children.

OFCO did not intervene in any cases of recurrent maltreatment duringefhasting period. When
intervening with the agency to change a problematic action or inaction is no longer feasible, OFCO
can make an adverdending to bring theconcern to the attenton of agency management. In 2014
OFCO madadverse findings two of the recurrent maltreatment caseseviewed as described

below.

CP3AILURE TGOCATEYOUNGVICTIMS OREPORTENEGLECDELAYFROTECTIVACTION

OFCO FINDING

Violation of Policy & Procedure: DCFS Child Protective Services (CPS) failed to conditiei the
faceto-face contact with the alleged child victims within the required investigative timelines, an
there was no extension granted by the supervisor.

CPS received four reports over an approximately 40 day period alleging neglect of two n
depencent children, ages 14 months and 4 months, by their mother. CPS accepted the f
intake for investigation with a response time of 72 hours. Thereafter, two extensions for tt
initial faceto face contacts were granted by the supervisor because CP8nahbke to locate the
two children due to the family reportedly moving. Case notes indicate that the initialtéace
face contacts with the two children occurred 15 days after the first intake was received. T
children were in the care of a babysitterthat time.

A month following this report, CPS received a second report, screened in for investigation wit
TH K2dzNA ® ¢tKS NBFSNNBNE (KS Y20iKSNIDa Ne?2
infant and toddler enough and ignores their crieshoinger. Four days later, a different CPS
investigator attempted to locate the children, but no one appeared to be home.

Six days after the second intake was received, CPS accepted a third intake for investigation,
within 72 hours. The referrer, aefguent babysitter of the children, reported that the infant was
spitting up a lot and looked underweight, with his rib cage visible. The referrer described t
AYFLYG a aalAy YR 02ySaodé

Three days later, CPS accepted a fourth intake for investigatgzin within 72 hours. This time,
law enforcement had temporarily placed the children with their grandparents after finding th
mother drinking with underage friends outside the home, while the children were unattended i
a dark room in the home. Law eméement noted that there was no power or heat in the home,
and the refrigerator was filled with rancid food, and a bottle was found with very little formula.
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The assigned CPS investigator made initial-fadace contact with the children at the materha
AN} YRLI NByiaQ K2YS Gg2 RIFeéea FFGSNI GKS 7F2dza

GKFG Fd GKIFIG GAYSE alGKS AyFrEyd FLWSENBR G
G2 0SS aLAGOAY3I dzLJ FNBIj dzSy (i f eddréat the Kfant appehrgt RoLJI
KFEgS t2aid 6SAIKG aAyOS flaid NBaARAy3d gAill
OF dZASR O2yOSNYy GKIFIidi KSQR 06SSy tST¥i4 Ay ol 8

No extensions were granted for the initial fatteface contacts for the send and third intakes
received despite the fact that initial contact was not made with the victims until 11 days and
days respectively, after the intakes were received, leaving an infant and toddler at serious risl
ongoing neglect.

CA RESPONSE
CAdidy2iG NBaLRyR (G2 hcC/ hQa y208AFAOIGAZY 2F

CPJAILS TASSESSHILDSAFETY AFTHERECEIVING NEWCP $REPORT IN AQPENCASE

OFCO FINDING

Poor PracticeCPS failed to conduct home visits or any other follow up with a family irvaive
two open CPS investigations of neglect allegations, after receiving a new CPS report that
mother had given birth to another child.

In July 2013, CPS initiated two investigations into allegations that the mother ofyaar8Id
non-dependent chd was leaving the child home alone for long periods of time. Simile
allegations had been investigated and founded for neglect a year earlier.. The law enforcem
NEBLR2NI FTNRY (KS&aS AyOARSydGa AYyRAOFGSRrdukl i
G2 | O2y@AO0lA2y F2N) OKAfR Y2fSaildliarzyo ¢
faceto-face interview with the 8/earold child and subject interview with the mother indicated
that she was pregnant with a due date in rAdgust 2013

In mid-August, the investigator spoke with they@ar2 f R OKAf RQa FI G4KSN.
concern about his son as the mother had told him that she was relying solely on donations
her livelihood. Several days after this conversation, CPS recaiveferral from a hospital social

worker alleging that: the mother had given birth; the father of the newborn was a registered st
offender; the mother admitted to having an open case with CPS; and that the CPS case had |
closed because she had a baltter for her 8yearold. This intake was not screened in for

>
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aGA3IrdA2yd ¢KS /t{ AyoSadadaraza2n Of 2a

Ay @S I
y2GAy3 GKFG €SFE@Ay3a GKS OKAf R dzyadzZSNIBAAS
iszS @ ¢

OFCO found that CPS made no attempt to contact the family after receiving a new report fror
mandated reporter, to assess and address safety concerns related to ongoing child neglect,
birth of a new baby, and the presence of a registered segndir in the home. OFCO
determined that this was clearly unreasonable under the circumstances and notified CA of t
adverse finding.

CA RESPONSE

¢KS I NBIFI ! RYAYAAadNI 2N NBaLR2YyRSR o0& AyT2N
met with the $IZLISNIDA &2 NJ I yR &a20AlFf ¢2NJ] SNJ NBS3I NR
October 2013, the office implemented a quality assurance practice measure regarding intal
and child safety to ensure that all screened out intakes are reviewed by the CPS sargeamid

a case note entered regarding the screening decision; previously, the field CPS supervi
reviewed only screened in intakes. Since arriving in [this] office, | have been made aware
practice areas needing improvement around child safety. vehaviewed cases of concern and
recognize the areas of concerns with the ongoing assessment of the health and safety of
child, and the newborn child during the investigation of this open case.

[The above practice change] will allow supervisors szwls with their workers all screened out
intakes on open cases, further assess the safety of children in these homes, and document tt
efforts and decisions. It is anticipated that this change will also ensure supervisor review
practices such as tise identified in this adverse finding.

This office is committed to providing high quality CPS interventions and partnering with parer
OF NEIAGSNE | yR GKS O2YYdzyAdle G2 aSNBS GKS
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PARTTHREE
IMPLEMENTATIONTATUS OF
CHILDFATALITANDNEARFATALITYREVIEW
RECOMMENDATIONS

20122014

INTRODUCTION

¢KS 5SLINILGYSYyld 2F {20AFf FyR I SFHfGK {SNBAOSa o5{1
fatality review when the death of a child was suspected to be caused byathite or neglect, and the

child was in the care of or receiving services from DSHS/CA at the time of death, or in the yéérlbrlor

Al Aa y2i OfSINI gKSGKSNI I OKAftRQa RSIFIGK gl a GKS N;
withthe Office2 ¥ G KS ClI YAf & |yR / KAfRNBYQa& hYodzRa oh C/ h o
conducted. The CA Assistant Secretary convenes an Executive Child Fatality Review (ECFR) team

comprised of professionals with relevant expertise who have no prior involvemémt icase.

Additionally ,the department may conduct a review of angar fatalityat its discretion, or at the

request of OFC®.

The purpose of reviewing child fatalitiesd near fatalited & G2 Ay ONBIFaS (GKS | 3Syoe
the circumstancesMP dzy' R (i Kj8ry dddédtH aRdQaievaluate practice, programs and systems to
improve the health and safety of childréh DSHS must issue a report on child fatality review results
within 180 days following the fatality, unless granted an extensiothb Governor®® These reports are
ddzo 2SO0 G2 Lzt AO RAAOf2&dz2NE yR Ydzad o0S LRad
 dzi K2 NAT SR (2 NBRIOG O2yFTARSY(GALE AYyTF2NXI A2y

Thereconvy SY RIF A2y a YIRS o0& NBLINBaSydalrdixodSa FTNRBY
Administration participating in child fatality and ne@rt G F t AG & NBGJASsa | NB F2Nb
' RYAYAAUGNI GA2YyQa FRYAYAAGNT G2 NI 2idimipieverheRtiNB y Q & !RYA
Committee for review and prioritizationAt regular intervals, administrators are required to report on

the progress of implementing a recommendation or provide a written response when a specific
recommendation was not implementédin order to promote accountability and the consistent

implementation of recommendations from fatality reviews, the Ombuds is required to issue an annual

report to the Legiture on the implementation ofecommendationsnade in child fatality review¥

S

O« ¢
N
G\

&IN

"See RCW 74.13.640. Prior to the passage of SHB 1105 in 2011, CA was required to review any unexpected deaths of children
who were in the care of or receiving services from @/ad received care or services in the last year.
BRCCW 74.13.640(2)
;2 See DSHS CA Operations Manual, Section 5288mat/www.dshs.wa.gov/ca/pubs/mnl_ops/chapter5.asp#5200

Id.
& |ndividual child fatality reports are available atww.dshs.wa.gov/ca/pubs/fatalityreports.asp

82 Per conversation and-mail received from CA Program Manager Ronda Haun, 12/17/2014.
8 RCW 43.06A.1100FCO reports are available aivw.ofco.wa.gov
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http://www.dshs.wa.gov/ca/pubs/mnl_ops/chapter5.asp#5200
http://www.ofco.wa.gov/

Thisreport describes the implementation status of recommendations made in child fatality reaesvs

near fatality review© 2 Yy RdzZOG SR 06& (GKS / KAf RNBYyQa ! RYAYAAGNT GA?2
January 1, 2012 to April 31, 2014, CA completed Bi#fitiareviews of the deaths of 33 children. These

reviews resulted irf2 recommendationsAdditionally, CA conducted 17 near fatality reviews resulting

in 47 recommendations.Some of these recommendations aimed to address state issues, while

other recommendations were tailored to remedy regional or local office conceBased on

information provided by CA, OFCO found that 68 percent ofahemmendations were either

completely implemented or in the process of implementation, while 25 percent wensidered, but
not implemented®

Table 8:Implementation Status ofChild Fatalityand Near FatalityReview Recommendations

Statewide Region Office Total
Implemented 37 2 12 51 43%
Implemented by Legislature 2 - - 2 2%
In Process 25 5 3 33 28%
Not Implemented 33 - - 33 28%

As in past years, the most prominent topic areas identified by fatality recommendations were:

V Training for caseworkessipervisors, or community professionals (36 percent of
recommendations);

V Casework practice (29 percent of recommendations); and
V Partnerships with community professionals (13 percent of recommendations).

Part| of this report takes a closer look at reamendations concerning these three major themes:

1 Training;
1 Casework practice; and
1 Partnerships with community professionals.

Part1l examines why certain recommendations were considered, but not implemented.

Partlll discusses select recommendatiomsrthy of further consideration

8 No implementation status was reported for five percent of the recommendations, and two percent of the recommendations
gSNB NBLRNISR Fa ayz2i &Sl O2y&aARSNBR:¢O®
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PARTl: MAJORTHEMESDENTIFIED IRECOMMENDATIONS

¢KS YI22NARiGe 2F NBO2YYSyYyRIdA2ya AYSR (2 AYLINR@GS
with community professionals. Training topics identified in recommeindatinclude: safety assessment

and planning; domestic violence; and mental health/chemical dependency. Recommendations regarding
casework practice spanned a wide range of topic areas and appeared to be more challenging to

implement. Recommendations addéesh y3 /! Q&4 LI NIYSNEKALA ¢gAGK O2YYdz
the need to improve communication and clarify roles and responsibilities between CA and community

partners such as law enforcement, medical facilities, other state agencies and Native Ariietesn

Most of these recommendations are reported to have been implemented or are in the process of
implementation.

A. Training for Caseworkers, Supervisors or Community Professionals

Fortythree recommendations (36%) address training issues for caseverkupervisors or other
professionals involved with thendd welfare system. Thirtgixof these recommendations have been
implemented or are in the process of implementation. Seven recommendations were considered, but
not implemented. As discussed belpomany of the training recommendations concerned the same

topic. The most prevalent training topics identifiedirese recommendations were: Safety
Assessment and Planning; Domestic Violence; and Mental Health/ Chemical Dependency.

Safety Assessment @nPlanning Sixteen recommendations identify the need for increased training on
child safety assessment and planning. Fifteen of these recommendations have been implemented or are
in the process of implementation. One recommendation regarding trainingsbéif parents was

considered, but not implemented. Common themes in these recommendations are:

U Social workers should demonstrate a strong understanding of the safety assessment and
safety planning process at the completion of Regional Core Traingmigprdadarrying
cases.@ial workers should also receive an annual refresher training regarding safety
planning.-Completed

U Training should emphasize the importance of gathering information throughout the life of a
case when assessing and plannirafpildrsafety. A review of the Child Safety Framework
should be provided to all stafin Process

U Provide infant safe sleep training to CA staff. The training curriculum should be
standardized and include i nf orwviiegnmenphowon ho
to engage caregivers in a discussion about safe sleep, and risk factors known to increase the
risk of Sudden Unexpected Infant Death (SUID) and Sudden Infant Death Syndrome
(SIDS).-Completed

U Develop a concise guide of what to look fomwdmenpleting an initial home visit and
subsequent health and safety chébk®rocess

U Develop and provide social workers and foster parents with training on the risk and
prevention of childhood injuriéf raining for S\ Procesbraining for fogtarentdlot
Implemented

>
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Domestic ViolenceBecause of théigh ceoccurrence of domestic violence and child maltreatmehe
identification of domestic violence is critical when making case decisions intended to increase safety for
children. Six traimg recommendations focus on the need for training on domestic violence. All six of
these recommendations are reported to be either implemented or in the process of implementation.
Specific issues identified in these recommendations include:

U Invite a locatlomestic violence advocacy center to join CPS at a unit meeting and discuss
the different forms and patterns of domestic violeBoepleted

U Provide orgoing training and regular consultation on domestic violence for social workers
in addition to existqtrainingon howtouset@ehi | dr ends Admini strat.i
Practice Guide to Domestic \diolétroeess

U Invite a team of professionals from a variety of disciplines such as law enforcement,
medicine, mental health and domestic violerpagtioipate in the development of a
training curriculum and to participate at training events. The training shquizhads®
the benefit of partnerships between CA and domestic violence agencies and encourage social
workers to consult with domestiolgnce advocates when working with families impacted
by domestic violenc@n Process

Mental Health and Chemical Dependendyive training recommendations concern mental health or
chemical dependency issues. Four of these recommendations are reportedeither implemented, or
are in the process of implementation. One training recommendation concerning safety inspections of
secure time out rooms in licensed facilities has not been implemented. The department reasoned that
there are only three facilitiestatewide using secure time out rooms and safety issues are addressed
through the administrative licensing process. Common topics regarding mental health and chemical
dependency training are:

U Trainings should emphasize the need to include detailesadalifdrmation when making
a referral for mental health or chemical dependency assessment or ibeatPnectss

U CA should review the existing substance abuse training curriculum to ensure staff receive
current information about methadone asskessithe safety of young children in the care
of methadone using (prescription or illicit use) caretékargleted

B. Casework Practice

Thirty-five recommendations aim to improve casework policies, procedures or practices. Seventeen of
these recommendatios are reported to be implemented or in the process of implementation. Sixteen
recommendations have not been implemented and no implementation status was reported for two
recommendations. These recommendations touch on a wide range of topics such as:upesdced
conducting home studies; storage of prescription medications in unlicensed homes; rules and policies
regarding water safety in foster homes; and the appeal procedures for a finding of child abuse or
neglect. While casework practice recommendatidiesnot readily fall into specific categories, more

than one recommendation concerned:

>
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U Caseloadshe assignment, supervision, staffing, weighting difficult cases, and coverage of
casesdNot Implemented
U Prioritize the hiring and retention of social exskand particularly Spanish speaking
workers. -Completed
U BackgroundCheckEasi er access to a subjectds cr i mi
enforcemen®Not Implemented
0 Documentation of t RCempketed ker ds case activit
U Locating Chaaical Dependency Professionals in CA field offices to provide case
consultation, guidance for client engagement, and information on community r@sources.
Not Implemented

Two casework practice recommendations address concerns frequently identified incOFPint

investigations and relate to case planning and decisions whether to place a child with a parent. The first

recommendation aims to improve placement decisions at shelter care, when there is little information,

positive or negative, aboutanowf-a G 1 4GS LI NBy i Qa FoAfAde (42 OFNB F2N
Recommendationd a 2 N 3JdzZA Rl yOS A& ySSRSR TFdfdhting2 N] SNA ¢

out-of-state parents not under an ICPC but who are placement options for thettapemdent child

involved with DCFSt is recommended that CA, in collaboration with legal consultation with the AGO,

develop guidelines to provide clarity as to (1) what system search activities are authorized, (2) what

other strategies for information gathering may be used (e.g., intereatches, social media sources),

FYR 000 ¢KF(G 20KSNJ ONAYAYlIf FyR /t{ KA&aUl2NER a&aKz2dz

CAResponset Yy t NP OSaad da¢KAA NBO2YYSYyRIGA2Yy A& 06SAy3d
L/t/ tNBINIY gAff NBOASG 6AGK ! DbE

The second recommendationlages to case planning and placement decisions when a child suffers non
accidental injuries and it is unclear if one or both parents are responsible.

Recommendationd Ly O2ya2dzyOliA2y 6AGK NBLINBaSyidlFdiiazy TN
CA shouldeview how the department proceeds with recommendations to the court in cases where one
or both parents are believed to have caused a seriousanoidental injury to a young child and for
which no accountability is established. While the Committee coeslimht the department should not
generally recommend reunification in such cases, it is open to the development by CA of more precise
JdZA RSt AYySa FT2NJ 4dzOK RSOAAA2Yy A DE

CAResponset Yy t NP OS&da a2Aff RA&AOdzaa GKAA GAGK ! ! D¢
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C. Partnerships with Community Professionals

Sixteen recommendations discuss the need to strengthen communication and partnerships with
community professionals, other agencies (both public and private), and Tribal governments. Most of
these recommendations address improved commun@atsharing of information, and clarifying roles
and responsibilities. Ten of these recommendations have been implemeitedye in processand

one was considered, but not implemented. These recommendations aim to:

i

Improve communication and coordioatbetween the department and local law
enforcement when there is a dependency or CPS case and a related criminal irdvestigation.

Completed
Update or establish a formal Memorandum of Understanding between Native American
Tri bes, and Chan,ltodenhantecsordationiamdicaperation between

the Tribes and CA, and to clarify the roles and responsibilities of tribal social services and
CA social workersIn Process

Improve information sharing between CA and private organizations sulchpdaoing
agencies, and medical facilii€ampleted

Update a working agreement between CA and the Department of Corrections to establish
protocols for issues such as: case staffing, eligibility screening forcheidvicasstaking
arrangements f@regnant inmates, information sharing between CA and DOC, and the
roles and responsibilities of CA and DOC gi@bmpleted

Table 9 2012 2014 (ild Fatalityand Near FatalitfReview Recommendations by Togit

Provide Training 43 36.1%
Effective Interventions with Families 1 0.8%
Intake Screening Decisions 1 0.8%
Safety Planning and Risk Assessment 9 7.6%
Casework Practice 35 29.4%
Community and Family Education 1 0.8%
Effective CPS Investigations 5 4.2%
Partnerships with Community Professionals 16 13.4%
Child Fatality Investigations and Reviews 2 1.7%
Services / Other 6 5.0%

% previous reports have organized resmendations under these categories.
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PARTIl: RECOMMENDATIONSONSIDEREBUT NOTMPLEMENTED

Twenty-eight percent of all child fatalitand near fatalitrecommendations were considered by CA, but
not implemented. OFCO examined each of these recommendations to determine why, and found that
most often this was either due tavorkload, insufficient resources or lack of funding; the
recommendation being inconsistent with law or policy; already in place; or not considered a priority.

Listed below are some of the recommendations considered, but not implemented for these reasons

A. Workload, Insufficient Resources, or Lack of Funding

Recommendationd ! & GKS GAYS 2F AyAlGALFLf tfAO0Syaiaya IyR tA0
complete training on the risk and prevention of childhood injuries. The Committee recommends the

training include information on the proper use of safety equipment such as bicycle helmets, car seats and
LISNBR2Y It Fi20F0A2y RSOAOSaE P

Agency Responsér ¢ KS RSLI NI YSyid R2Sa y2i KIFI@S GKS OF LJ OA (¢
Recommendation is beingriearded to the Alliance as a suggesteesarvice training or ofine training

available to satisfy wservice training requirements. We have also identified some reputable websites

with good childhood injury information and those hyperlinks have beladed to the DSHS Foster

t I NByid 6SoairiSoé

Recommendationd / dzZNNBy Gt &> /! LIt AO& LINRPGARSE /t{ &20Alf
access the National Crime Information Center (NCIC) database for subjects of CPS investigations and

other aduts related to an investigation. The Committee recommends, if permissible by law, a change in

policy to require social workers to access the National Crime Information Center (NCIC) database during
GKS O2dzNBS 2F | /t{ Ay@SadAiAdalriaArzyods

Agency Responsé ! [iis tifhe, there are insufficient resources in the NCIC unit to provide for the
existing demand of Purpose Code C requests. Requests are approximately 5 days out for a worker to
receive a response. If there were more resources to support the demar@d2higt R 6 S A Y LI SYSy i

B. Recommendation Inconsistent with Law or Policy

Recommendationd ¢ KS / 2YYA G GSS NABDIVXréEgil tostet parentsp pyivate

agency licensors, and case managers to report incidents as soon as they have reasevet@ lobiild is
SELISNASYOAYd AdAOARIE ARSFGAZ2Y 2N FGGdSYLII SRk O2 YLX
assigned social worker, CA intake, and the private agency case manager if a child placing agency
LINEANI Y LI I OSa GKS OKAf R®E

Agency Respnse & ¢ KS LJdzN1J2aS 2F | NBLRNIL G2 Aydlr{1S Aa (G2 1
either a CA/N investigation or a licensing investigation. An intake of this nature would screen out for
investigation. An appropriate plan regarding a youtltihvguicidal ideation should be made directly to

the social worker, who can develop the appropriate response plan. The licensor would defer to the
OKAftRUA a20ALf @2NJ SN g6K2 Aa 6 NBE 2F GKS ReylYAO
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Recommadation: & / ! A & Sy Oasskzbslaril SdRsidér 2nodiiyihg the Child Safety Framework
safety plan policy that does not currently allow a child to remain in relative care with a safety plan if a
safety threat meets the criteria of an "unsafe child."efEhmay be situations in which a Safety Plan
could be initiated within the relative home so that placement disruption (whether temporary or longer
GSNXYO R2Sa y20 ySSR (G2 AYYSRAIFIGSt& 200dzNé

Agency Responsé& {  FSG& LX I ya | NB yN0i aGNBi SR yaywé2dzi 2F K3

C. Recommendation Addressed Through Current Policies and Practices

Recommendationd / ! aK2dz R AYO2NLR NI GS GKS F2ft26Ay3 LINT O
from Child Fatalities" presentations for CA staff: (1) making purpbs#brt to find out why a parent

does not have care and/or custody of other biological children, including making contact with the

custodial parent or relative caregivers; (2) giving deliberate consideration to referring a marijuana using

parent for subtance abuse assessment when that parent has any past diagnosis for substance

abuse/chemical dependency issues, especially if th@y@D dzNJ ¢ A G K YSy dFf KSIf GK Iy

AgencyResponsé& [ [ R2Sa SYLKI&AT S O2YLINBKSwaEA dK SKBD 3 & ndz!

Recommendationd ¢ KS / 2 YY A (i ( S$S -1488705% sBddiI8 lde mbdifiéd tocspeyify all
medications be kept in a locked container or another storage area made of strong, unbreakable material
when not in use similar to the WAC forffirefly ' YR F YYdzyAlA2y ai2N)F 3SdPé

Agency Responsé ¢ KS 21/ O2yOSNYyAyYy3a 3Adzya 61 & oNARGGSY Ay GfF
display cases are not used for gun storage. The WAC written requires locked storage for medication, this
naturally would banade of a strong materialThe medication in this case was in a locked file cabinet,

which would qualify both as a locked container, as well as a container of strong unbreakable material.

DLR would not allow a locked medication box that could be eagily 8 y ® ¢

D. Recommendation Not Considered a High Priority
CKS F2tft26Ay3 NBO2YYSYyRIFIGA2Yya oSNB ay2i NIylsS

Recommendationd t -RAPTA appeals should be reviewed and approved at a level higher than

an Area Administrator wherhe subject of the finding is appealing so they may provide care for
children of vulnerable adults. If a pBAPTA founded finding is reversed the electronic record
aK2dz R Ay Of dzRS GKS NBlFaz2y F2NJ 0KS NBOSNEI f o¢

Recommendationd / KA f RNBE Yy Qa ould prdvideradnmitied rénfingey to all Kase
carrying social workers about case transfer protocols. The reminder should address both
OGNY yaFSNBR 06SGo6SSy a20A1Lt 62N]JSNB g2NJAy3 Ay i
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PARTIII: RECOMMENDATIONS WORTBIF FURTHER CONBWHON

Six yeaold A.A. died from blunt force injuries caused by his biological father with whom heg was
living in Idaho. Six months earlier, in September 2011, Washington State CPS had removed A.A. from his
Y2 G KSNDa OlrtsBendenytRrdudta dliey®iond ¢f child maltreatment. The father, who hald no
prior relationship or involvement with A.A., was contacted and informed of the dependency proceeding.
CPS had no information about his fitness or unfithess as a parent, offamydtion regarding his
partner. In January 2012, the father appeared for a court hearing in Washington State, and requested
that A.A. be placed with him. The department did not offer evidence that the father was unfit, reported
that background checks hdmken completed on the father and his linagirlfriend and neither had
disqualifying information, and that the father had been cooperative. The court granted the motion
allowing A.A. to immediately leave for Idaho with his father. Thirty days later thendency petition
gra RAAYAAASRY SyYyRAYy3I (KS RSLINIYSydGQa &dzLISNIDAAA 2

In April 2012, the father struck A.A. in the head, knocking his son to the floor where he hit pis
head and became unconscious. The father waited two hodiosebealling for an ambulance. A.A. was
airlifted to a Hospital where he was placed on life support. He died three days later, and the fathef was
charged with First Degree Murder.

Fatality Review and Recommendatisn

This case was reviewed by an exearitthild fatality review committee. The committee concluded that

G§KS RSLINIYSYy(d RAR y2i 200FAY FT@FAtF0tS AYyF2NNIGA
Ay GKS FFGKSNRA OFNB FyR GKFGO (KA & ighificant wasthef SOG A @S
lack of any discernible effort to seek Idaho CPS history on the father or on his domestic partner and her
OKAf RNBYX 6KAOK g2dxZ R KI @S fA1Ste Ay¥FfdsSyOSR GKS
committee noted severalf OG 2 N& Ay (GKAa OlFasS GKIG O2y GNAOGdzi SR (3
authority to pursue more information regarding the father and his partner. Specifically, the department

did not have evidence that the father was unfit; dependency had not beemksttad as to A.A.;

requirements under the ICPC, which would have assessed the appropriateness of placing the child with

his father, did not apply; and the circumstances of this case did not permit use of the National Crime
Information Center (NCIC) datad®to obtain criminal background information.

Recommendationd a 2 NS 3JdzA Rl yOS Aa ySSRSR TFafflddisgbid-SNE 6 A (K
state parents not under the ICPC but who are placement options for thedapamdent child involved

with DCES. It is recommended that CA, in collaboration with legal consultation with the Attorney

DSYSNI £t Qa hFTFAOSEI RS@OSt2L) FdzARSEAYySa (2 LINRPOYARS O
authorized, (2) what other strategies for information gathering rhayused (e.g., internet searches,

d20AFf YSRAI a2d2NODSa0x IyR 600 ¢KIFIG 2GKSNJ ONAYAY

Agency Responset ¢ KA & NBO2YYSYRIGA2Y A& 0SAYy3I NBOGASHSR |y
g Aff NEOASSG 6AGK ! DbE

>
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Recommendtion: ¢/ ! aK2dzZ R NB@ZASE GKS OdNNByd adl Gdzi2NE |
and their partners prior to placement of dependent child (e.g., Sirita's Law) and consider how these

standards might be applied when children who are not yet depetnare placed with an owaf-state

parent, as occurred in this case. The key aspect of this recommendation is to strengthen practice such

that the department identifies the risks associated with placement with arobsitate parent when the

department acks information about that parent, their partner and/or their living environment, rather

GKFYy LINBaASYyGAy3a GKAA aAddza GA2y 1 a ySdziNlIfx gAGK Y

Agency ResponseConsidered, Not Implemented t | NBy & KIF @S | ytthef i NAyair O NJ
children. We have to look through the pieces of information we have and work with the other state to
200G1FAY YR KSftLI RSGUSNXYAYS FAlySaa 2F GKS LI NBy il oé

Both of these recommendations are closely related as they ask the department to developrgsideti

gathering information and to strengthen practice for assessing aaffamding parent, while respecting

I LI NByliQa AYOINRAYyaAO NAIKGadP ¢KS RSLI NILYSyd NBLIRZN.
second recommendation, referencing currdatvs and policies related to dependent children, was

considered, but not implemented.

These recommendations provide an opportunity to examine how the child welfare system should

effectively assess child safety, prior to placing a child with acffemdiy’ 3 LJ NBy i &d ! & Ay | ®!
not uncommon that the noroffending parent has little or no existing relationship with the child, and

GKS RSLINILHYSYyG KFa a0Fyd AYyF2NXYIFGA2Y Fo2dzi GKAA LI
non-offending paent requests placement at shelter care, in other cases the parent comes forward and
asSsS1a LXFOSYSyd I FGSN)I RSLISYyRSyOe Aa SalilofAaKSRo
lived outof-state. However, cases where the parent residestabe can also pose challenges when

assessing the suitability of placing a child with a-offanding parent.

¢KS RSLINIYSYyil akKz2dzZ R SEFYAYS 620K (KS &LISOATAO ¥
well as the broader issues that confront casekeays when considering placement with a rofiending
parent including:

9 Standards for placing a child at shelter care versus a dependent child;

1 Protocols for obtaining information fradagencies from other states; in state agencies;
courtrecords;andahr publ i cly avail able documents r €
for the child; and

T The assessment of other caregivers residin

>
(@]}
b
O
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5h ¢19 wov!Lw9a9be¢{ hC a{LwLC!Q{ [!'2¢ 1tt],
WITH A NOMCUSODIAL PARENT?

G{ANRGIFIQa [l ¢ NBIldzZANBa GKIG 0STF2NB I RSLISYRSyid O
must identify all caregivers for the child and assess whether they are in need of sétvidescourt

may delay placing the child in tlparent's home or make placement contingent upon the caregiver

receiving servicesThe department is also required to conduct background checks on all adults residing

in the home and must notify the parents that they have argming duty while the chilés dependent to

notify the department of any person who is residing in the home or acting as a caregiver for the child.

When investigating complaints, OFCO has encountered cases where the department asserted that the
LINE @A aArz2ya 27T ayfwhenda dhHdEENE (- daNy 2WH eR AVMAE s KSy | O
placed with a norcustodial parenth C/ h 0SSt AS@Sa aGwSlGdz2NYyAy3dI K2YSé a
placement with either a custodial or nesustodial parent, and that the legislature did not intea

heightened level of scrutiny and protection for children returned to a custodial parent but not for

children placed with a neoustodial parentLy ¥l O X GKS LIK&aAOlf | o0dzasS €St
inflicted by the norO dza (i 2 RA | Falftal theScNiltlsal 33 L0 dbd3BSR A y Adaikk@v T I 1 K S NI
application of this statute is contrary to the legislative intent of this law, and leaves children at risk of

harm.

8 RCW 13.34.138(2).

>
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PART FOUR
2014 LEGISLATIVE UPDATE

OFCO facilitates improvements in theldhielfare and protection system by identifying systende

issues and recommending responses in public reports to the Governor, Legislature, and agency officials.
alyed 2F hC/hQa FTAYRAYIEA FYyR NBO2YYSyRIstarkvdity & + NB
statutory reqdzA NS Y Sy G a | Yy R h C/ranfias nbdlirdl hEn pibWdthg tesiindodyR&

proposed legislation.

During the 2014egislative session, OFCO reviewed, analyzed, and commented on several pieces of

proposed legislation aimed @& i NBy 30 KSy Ay 3 21 aKAy3idz2yQa OKAfR ¢St7T
addressed in proposed legislation were areas of focus in previous OFCO ré€pe@8 provided written

or verbal testimony on bills relad to the following legislation.

LEGAIREPRESENTION FORHILDREN IDEPENDENCIASES’

Legislation was passed and became law in 2014, requiring the court to appoint an attorney for a child in
a dependency proceeding six months after granting a petition to terminate the parent and child
relationship. ie same attorney may represent more than one child in a sibling group as long as such
representation is not prohibited by the rules of professional conduct. Subject to the availability of
appropriated funds, the state must pay the costs for legal represtént of childreff®in these cases as

long as representation meets the standards of practice, training, and caseload limits recommended by
the statewide children's representation workgroup.

OFCO supported the intent of this legislation as children haleaat the same due process right to

counsel as do indigent parents subject to dependency procee8i@BCO also noted that State law

currently provides a child with the right to an attorney in At Risk Youth and Child in Need of Services
casefwhere a cfild does not face the possibility of termination of the parehild relationship.

However, whether or not a child is represented by an attorney in a dependency proceeding lies with the
discretion of the court, and depends largely on local practices iDtBedzy 1 @ G KSNBE GKS OKAf |
KSFNR® !'a | NBadzZ Gz I OKAfR Ay 2yS O2dzyieé YlLé& KI@
FYR LINRPGSOGAY3 (GKS OKAftRQa €S3Ff NARIKGIA 6KAES Ay
represented by amttorney. This legislation will assure that an attorney will be appointed for dependent

children when a permanent plan for the child has not been established within six months of termination

of parental rights. This is a significant step towards protéttind KS OKAf RQa NAIKGA | YR
as to the fundamental issue of establishing a permanent placement for the child.

STATUS This legislation was signed into law by Govelnstee®

87
SB 6126
8 The Office of Civil Legal Aid (OCLA) administers state funding of child representation under this legislation. Priesitmydisbu
state funds, OCLA must verify that the appointed attoseeet the standards of practice, voluntary training, and caseload
limits.
#|n re the Dependency of MSR and TSR.
®RCW 13.32A.192 and RCW 13.32A.160
°> Chapter 108, Laws of 2014

>
(@]}
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BACKGROUNGHECKS ANSCREENING FERIPLOYMENT OR_LACEMNENT®?

OFCO frequently receives complaints from individuals who were denied placement of or access to a

child, or find their eligibility for employment is impacted by results of a background ¢heck.

In many cases, the negative condoctaction occurred many years ago, and the individual is unaware

that it now prevents them from working as a nurse or social worker, or caring for a dependent child.

UnderCA policy, CA staff must disqualify persons from being authorized to provideocatelfiren

based on criminal history and negative actions (such as a finding of abuse, neglect, exploitation, or
abandonment of a vulnerable adult or child), that are setfortiiK S 5{ | { { SONBUI NEQa [ A
Negative Actior. Federalaw™ als prohibits federal Title INE funds or adoption support funds from

being used to support placements of children with persons who have a history of certain crimes.

However,8 YS ONARYS& ARSYUGAFASR Ay (GKS 5{1 aw.{ SONB I NB Q3

Legislation that passed and became law in 2014 loosens restrictions on employment and unsupervised
contact with children. This legislation allows an agency operating under contract with CA to hire a
person who would be precluded from employment witBIBS based on a disqualifying crime or negative
action. DSHS would not be liable for harm to a child or DSHS client attributable to such person. This
legislation also prohibits the department from denying or delaying a license or approval of unsupervised
access to children based solely on a crime or infraction that is not disqualifying under federal law, or
does not relate directly to child safety, permanence, or wellbeing.

STATUS This legislation was signed into law®gvernor Insleé®

PRUDENTPARENTSTANDARD’

For many years, foster youth have reported that they miss out on everyday activities and experiences
because as dependents of the stat¢hey must go through a lengthy approval process through their

social workers and that approval processates barriers to participation. Inspired and advocated by

youth at The Mockingbird Society, the Prudent Parent Standard legislation proposed providing

caregivers authority to allow children placed in their care to participate in normal childhood astivitie
oFraSR 2y I NBlFaz2ylFrofS IyR GLINUZRSYy (O LI NBydeé adl yRE
characterized by careful and thoughtful parental decision making that is intended to maintain a child's

health, safety, and best interest while encousdgd G KS OKAf RU& SY20A2ylf yR F

Ultimately, the legislation would permit caregivers to allow a child in their care to participate in
extracurricular, enrichment, and social activities such as school field trips, overnight staysenits,fr

and summer or other camp patrticipation without prior approval of the caseworker, the Department, or
the court. Under the reasonable and Prudent Parent standard, background checks would not be
required for persons who will have unsupervised contaitha foster youth based on caregiver

25B 6095

BeKAa AadadzdS sta KAIKEAIKGSR Jlaywwwoitow®@dgov HAMH | yydzZ f wSLRNIZ + @
% Revise August 2014, available fattp://www.dshs.wa.gov/pdf/ca/secretaryslist. pdf

% The Adoption and Safe Families Act of 1997

% Chapter 88, Laws of 2014

"ESSB 6479

>
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authorizations. Foster youth advocated that the Prudent Parent Standard would help bring normalcy to
their lives.

STATUS This legislation was signed into law by Governor InSlee.

EXTENDEBOSTERARE FONOUTHL8 YEARS OAGE ANOOLDER®

In 2011, legislation was enacted to establish the Extended Foster Care prograrnmgyiouth to

receive foster care services after age 18 and up to age 21 if the youth was participating in a secondary
education program or a secdary education equivalency program. In 2012, the Legislature expanded
0KS LINPINIYQa StAIA0AtAGE (2 AyOfdzRS &2dziK @gK2
intent to enroll, in a postsecondary academic or postsecondary vocational progranil3n&igibility

for extended foster care servic€swas further expanded to include youth who are participating in a
program or activity designed to promote or remove barriers to employm@mburing the last legislative
session, the Extended Foster Caregvemn eligibility was expanded once more to include youth who are
engaged in employment for 80 hours or more per month. At least six months before the dependent
youth turns 18, the department must provide the youth with written documentation explaining the
availability of extended foster care services and instructions about how to access those séfvices.

[SN
w

hC/ hQa G(GSadtdayzye 2y GKS {SylFGS O2YLltywhieghy o6Aff G2
originally also included youth who could not engage in acadewocational, or employment pursuits

because of a documented medical conditioexpressed that the legislation would provide basic care

and stability necessary for foster youth transitioning into adulthood. OFCO testified that as a
community, we supportd R Sy 02 dzN> 3S 2dzNJ 246y OKAf RNByQad OF NBSNJ
assistance while they gain education and or work experience, and the legislation would provide equal

support to our foster youth in pursuing their ambitions.

By providing the basic seres to assist foster youth successfully transition into adulthood, we can help
prevent negative outcomes for youth exiting foster care. For example, studies of youth who leave foster
care without a safe, permanent family reveal over half of the youth egpedd one or more episodes

of homelessness, and nearly 30 percent were incarcerated at some'ftittended foster care

services will also help break the cycle of generational child abuse or neglbetre foster youth who

aged out reenter the child welfae system, this time as young parents. There remairlg one

population of foster youth who could become eligible for Extended Foster Care through additional
legislative efforts: foster youth with documented medical conditions.

STATUSThis legislation as signed into law by Governor Insféé.

% Chapter 104, Laws of 201available athttp://apps.leg.wa.gov/billinfo/summary.aspx?bill=6479&year=2013

% EHB 2335

10 Eytended fostr care services may include the following: (1) placement in licensed, relative, or otherwise approved care; (2)
supervised independent living settings; (3) assistance in meeting basic needs; (4) independent living services; (5) medical
assistance; and (€punseling or treatment. RCW 13.34.030(8).

101 RCW 74.13.031(11)

102pCW 13.34.145(3)

193 Eostering Connections, Analysis No. 1, MeRoth, Freundlich and Ross, Jan. 31, 2010. Available at:
http://www.fosteringconnections.org/tools/assets/files/Connections_Agingout.pdf

104Chapter 122, Laws of 201aailable athttp://apps.leg.wa.gov/biiinfo/summary.aspx?bill=2335&year=2Q013
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IMPROVING THEDOPTIONPROCES®

Legislation was introduced but not passed in 2014 addressing recommendations to improve the
adoption system. As discussedrlier inthis report, proposed rules currently under few implement
many of these recommendations. Key provisions of this legislation would:

)l
)l

Strengthen professional qualifications for individuals conducting pre and post placement
reports and establish continuing education requirements.

Require prplacement eports t o di scuss the applicantd
and the familyds support net woplakemenThe repo
reports.

Ensure that prplacement reports, whether approved, denied or incomplete, are filed with

the court.

Make information readily available to individuals considering adoption and require OFCO to
convene a work group to review and compile material that must be provided to prospective
adoptive parents. Information reviewed and updated every tsvo year

Monitor implementation of recommendations to improve the adoption process by requiring
OFCO to include in its annual report information on the departments progress in

implementing recommendations made in the Severe Abuse of Adopted Children Report.
Improve the ability to track adoption outcomes through the use of Data Cards maintained

by the Department of Health.

hCc/ hQa G(SadAayzye SYLKIaAT SR GKFd GKAa fS3aratlrirzy
Severe Abuse Report, and findingshe State Auditors survey of adoptive pareftsh C/ h Q& Rdzié G2
monitor implementation of recommendations to improve the adoption process would assure that issues

and concerns identified in these reports continue to be reviewed and assessed. By establishing

professional qualifications for individuals conducting-ptecement reports, and identifying topics

addressed in these reports, this legislation would enhance the assessment process of prospective

adoptive parents. This bill would also aid adoptive fasiby providing information about adoption and

available support services.

STATUS This legislation was not passed by the Legislature.

PROPOSELEGISLATIOBONCERNING THREPARTMENT GARLYLEARNINGDEL)

The Department of Early Learning overseeslitensing of child care centers and family home providers

in Washington Stat&”’ Two bills were introduced, but did not become law this past session addressing
AdadzSa Ay fAOSYaSR OKAfR OFNB FI OAt A (elpddders hy S oAt
the other would require DEL to conduct a Child Fatality Review if a child fatality occurs in a licensed child

15ESHB 1675

106

The Experiences and Perspectives of Washington Families who Adopted Children from Fostesilaale at:

Www.sao.wa.gov
7RCW 43.215.200
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care facility. Previous OFCO repUfthighlighted both issues, and the Ombuds provided testimony on
each bill.

Fatality Reviews Whea Child Dies in a Licensed Day Care Fatifity

Children's Administration (CA) is required to complete child fatality reviéwhen a fatality is

suspected to be caused by child abuse or neglect of any minor in the care of DSHS or a supervising
agency, oif the child or family had received child welfare services within the past year. These reviews

FNBE Fy 2LIR2NIdzyAde G2 AYyONBIFAS (GKS dzyRSNRGFYRAY3
SEFYAYS (KS S@gSyida | yR OA NDdramidénifyySps in practichandzy RA y 3
improve the child welfare system. Based on these reviews, both CA and OFCO issue reports and
recommendations to the Legislature. However, neither DEL nor CA is required to conduct a child fatality
review when a child d&in a licensed day care facility.

Legislation proposed in 2013 would have required that DEL complete a child fatality review if a child
fatality occurs in a licensed child care center, licensed child care home, or an Early Childhood Education
and Assistace Program. The purpose of the fatality review is to develop recommendations for DEL and
the Legislature to strengthen health and safety protection for children. This bill also required DEL to:
complete the review within 180 days following the fataligsue a report to the Legislature; and publish

the reports to a public website.

OFCO supported the intent of this legislation that child deaths should be reviewed when they occur
dzy RSNJ I & I (SwheteShathe @Xor HEL. (UDder present lahdd fatalities that

occur in DEL programs, licensed centers, or licensed child care homes are not investigated or reviewed
by an external committee, even if there is an allegation of abuse or neglect related to the fatality, and
the proposed legislatiomould close that gap. We should endeavor to learn lessons and strengthen child
safety when a child death occurs in a child care facility licensed by the State of Washington. OFCO
testified that the number of child deaths and near deaths that occur annuraligensed DEL facilities

are very fewtwo fatalities in 2012, and three in 2013. While fatalities in licensed child care facilities are
rare, when these tragedies do occur, OFCO believes it is important to share critical information with the
communitygiven what is at stake for the thousands of children and families who utilize DEL licensed
facilities.

STATUSE This legislationvas not passed by the Legislature.
G{Fr¥FS {fSSLE tNIXQOGAOSE Ay [AOSyaSR / KAfR /I NB

Previous OFCO reports have foadi®n unsafe sleep environments contributing to preventable, infant

fatalities. OFCO found that in 2012, tthurds of the infant fatalities reviewed involved unsafe sleep

practices. Unsafe sleeping practices include: adults, older children, or petsgledth an infant;

putting an infant to sleep on an adult bed, couch, sofa or other soft surface not designed for an infant;

YR GKS LINBSaSyOS 2F az2Fié AdSya adzOK Fa'™Mumttz2paz o

1%/ Citation]

19 sHR165
H1o0RCwW 74.13.640
1112013 OFCO Annual Report, availablexatw.ofco.wa.gov
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Legislation proposed in 2018quired DEL to provide licensed child care providers with safe sleep

information and to assess safe sleep practices during monitoring visits. The bill also outlines the
consequences if a provider fails to meet safe sleep praaticesJ2 y I LINRidlekioR 6fdea T A N&
sleep practices, the licensor must develop a compliance plan agreement with the provider. The provider

is also put on notice that a subsequent violation concerning safe sleep would result in license

revocation.

OFCO testified that curredt! / Q& JI2FSNYAy3A &f SSLI SljdzZA LIYSyd Ay A0
guidance on what type of cribs or bassinets a provider must use; how tight fitting mattress pads and

sheets must be; how often bedding must be laundered; and, of course, thatsnfaust be put to sleep

on their backs unless a parent provides written notideom the parent and a health care provider

that the child may be placed in an another sleeping positORCO noted that in order to ensure that

children sleep safely, providemust implement and routinely follow these practic€3FCO offered that

one violation of these standards is too many, as one incident of a provider failing to meet safe sleep

practices can result ithe death of a child When parents drop off their clilat a licensed day care

provider, they expect the provider to understand the importance of safe sleep practices and to

implement those practices.

STATUS This legislation was not passed by the Legislature.
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APPENDIA: COMPLAINTS BREGION ANIDFFICE

The following table provides a detailed breakdown of CA regions and offices identified in received

OFCO complaints

REGION OFFICE

REGION OFFICE
Clarkston DCFS 2
Colfax DCFS 1
Colville DCFS 14
Spokane DCFS 70
1 North Moses lake DCFS 14
Newport DCFS 1
Omak DCFS 2
Wenatchee DCFS 9
DCFS Adoptions (Region 1 North) 0
DLR (Region 1 North) 3
Ellensburg DCFS 1
Goldendale DCFS 2
Richland DCFS 22
Sunnyside DCFS 2
1 South  Toppenish DCFS 4
Walla Walla DCFS 10
Yakima DCFS 28
DCFS Adoptions (Region 1 South) 0
DLR (Region 1 South) 4
Alderwood / Lynnwood DCFS 23
Arlington / Smokey Point DCFS 16
Bellingham DCFS 21
Everett DCFS 24
» North FVS/Lynnwood DCFS 2
Monroe/Sky Valley DCFS 16
Mount Vernon DCFS 13
Oak Harbor DCFS 5
DCFS Adoptions (Region 2 North) 1
DLR (Region 2 North) 1
| FEEAA 1T £ OEA &AITEIT U AT A #EEI AOAI

King East DCFS 22

King South DCFS 27

King West DCFS 29

2 South  Martin Luther King, Jr. DCFS 21
White Center DCFS 6

DCFS Adoptions (Region 2 South) 3

DLR (Region 2 South) 5

Bremerton DCFS 12

Pierce East DCFS 23

3 North Pierce West DCFS 32
Pierce South DCFS 26

DCFS Adoptions (Region 3 North) 10

DLR (Region 3 North) 5

Aberdeen DCFS 30

Centralia DCFS 12

Forks DCFS 3

Kelso DCFS 7

Long Beach DCFS 2

Port Angeles DCFS 3

3 South Port Townsend DCFS 5
Shelton DCFS 7

South Bend DCFS 1

Stevenson DCFS 4

Tumwater DCFS 19
Vancouver DCFS 41

DCFS Adoptions (Region 3 South) 0

DLR (Region 3 South) 1

Central Intake Unit 6

Other Children's Administration HQ 1
Non-OFCO Complaints 39
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APPENDIB: (HILDDEMOGRAPHIGS COMPLAINTS TOFCO

The following table provides a detaileddakdown of the race / ethnicity of children identified in
completed OFCO investigations.

NON-LATINO / NON-HISPANIC

African American 8.85%
African American & American Indian or Alaska Native 0.86%
African American & Asian 0.19%
African American & American Indian or Alaska Native & Caucasian 0.29%
African American & Some Other Race 0.10%
American Indian or Alaska Native 5.61%
American Indian or Alaska Native & Native Hawaiian Pacific Islander 0.10%
Asian 1.14%
Asian & Native Hawaiian Pacific Islander 0.29%
Asian & Some Other Race 0.10%
Caucasian 56.52%
Caucasian & African American 5.61%
Caucasian & American Indian or Alaska Native 2.76%
Caucasian & Asian 0.19%
Caucasian & Native Hawaiian Pacific Islander 0.48%
Caucasian & Some Other Race 0.10%
Native Hawaiian Pacific Islander 0.29%
Native Hawaiian Pacific Islander & Some Other Race 0.10%
Some Other Race 2.00%
Declined to Answer 1.90%

LATINO / HISPANIC

African American 0.57%
African American & Asian 0.19%
American Indian or Alaska Native 0.38%
Asian 0.10%
Caucasian 10.09%
Caucasian & African American 0.67%
Caucasian & American Indian or Alaska Native 0.29%
Caucasian & Some Other Race 0.10%
Some Other Race 0.10%
Declined to Answer 0.10%
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APPENDIXC:OFCGREVIEWEHILDFATALITIES ANNEARFATALITIES

G ADDITIONAIDATA

There are three DSHS CA geographic regions, each divided into north andudergbisns. The
Regional Office and number of children served are provided for context.

Region 2

North Region 1 North

Region 3 South
Region 1 South

Tablel0O: Child Fatalities by DSHS Region

By Calendar Year (January 1Becember 31st)

2010 2011 2012 2013
Region 1 North 10 10 6 8
Region 1 South 11 15 3 5
Region 2 North 11 7 7 9
Region 2 South 14 10 7 13
Region 3 North 13 11 8 16
Region 3 South 17 7 11 10
Statewide 76 60 42 61
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Tablell: ChildFatalities with Open Cases
By Calendayear (January 1sDecember 31st)

2010 2011 2012 2013
CPS 20 22 14 16
CWS 11 6 5 3
DLR 0 1 1 0
FVS 4 1 2 3
FRS 3 1 0 0
ARS 0 0 0 0
Statewide 38 33 22 22

Tablel2: NearFatalities by Age Group
By Calendar Year for 202013; 2014 data includes only Jan. 1 through Oct. 31.

2011 2012 2013 2014 |
0-2 year 6 13 20 8
3-7 years 1 1 5 3
8-12 years 1 0 0 0
13-17 years 4 2 5 6
Statewide 12 16 30 17

Tablel3: NearFatalities by Most Recent CA Program

By Calendar Year for 202013;2014 data includes only Jan. 1 through Oct. 31.

2011 2012 2013 2014
CPS 9 10 24 8
CWS 1 3 5 7
DLR 1 2 0 0
FVS 1 1 1 0
FRS 0 0 0 1
ARS 0 0 0 0
Statewide 12 16 30 17

1250me neafatalities involved families who only had "screened out" referrals in the past 12 months, ofatefiies that

occurred indaycare settings (DEL) with no referral history on the family
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APPENDIX: CHILDFATALITANDNEARFATALITYREVIEW

RECOMMENDATION¥)122014

¢tKS NBO2YYSYyRIFIGA2ya YIRS 6@ NBLINBaSyilGdAgdSa TNRY
Administration participating intdld fatality andnea I G f A& NBOBASGaA I NBE F2NBI NJ
' RYAYAAUNY GA2Y Qa8 FTRYAYAAGNI G2 NI 2 NmpiverheRINBY Q& ! RY A
Committee for review and prioritizationAt regular intervals, administrators are requiredreport on

the progress of implementing a recommendation or provide a written response when a specific
recommendation was not implemented.

Listed below, by topic are the 120 recommendations made in Child Fatality Reviews and Near Fatality
Reviews condued from January 1, 2012 through April 31, 2014, and the implementation status for

each recommendatioi:* Recommendations that were considered and not implemented are also listed

aSLI NFGStes gAGK (GKS RSLINUGYSyiGQoontBeE LI 'y GA2Y K&
recommendation.

PARTNERSHIPS WITEMMUNITYPROFESSIONALS

Inter-Agency Improve communication between the Division of Developmen
Disabilities and Children's Administration so that CA receives information g
eligibility, services, and resates for developmentally delayed children in
foster care.

Completed/office

Law EnforcemenifThe Committee recommends CA facilitate a joint meeting
between the Yakima CA office and law enforcement to review how
investigative efforts are coordinated as sl in the Yakima County Child
Abuse Protocol.

In Process/office

Law EnforcemenfThe Committee recommends that Aberdeen DCFS attem
to work toward improving the referral process with the specific law
enforcement agency identified during the reviewnelgoal would be to
develop a more reliable system for forwarding and tracking the intakes sen
the law enforcement agency thereby improving timely assignments to
detectives.

Completed/office

3 OFCO has summarized these recommendations. The full text of each Child Fatality Review recomneentigion

Executive Child Fatality Revieave available athttp://www1.dshs.wa.gov/ca/pubs/fatalityreports.asp
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PARTNERSHIPS WICBMMUNITYPROFESSIONALS

Law Enforcementn dependency proceedings when there isaative criminal
Ay@SaaAalriAazy |/ KAt RNBYyQa ! RYAYAai| Completed/
include and consult with the assigned detective prior to making changes inf RCW 13.34.136
parent/child contact, e.g. visitation in accordance with the respective count
protocols required by RCW 26.44.185

Law Enforcemert KSy /! Qa f20Ff 2FFAO0S IR
interagency agreements with local law enforcement agencies, consider
addressing utilization of technology for information shardi@jween agencies | In Process/Region
and when to notify local law enforcement if CA receives an intake alleging
OKAf RQa oKSNBlIo2dzia A& dzylyz2eéy |y
neglect.

Department of Correctior€A should explore establishindgogmal and
systematic information exchange with Washington State Department of Completed/Statewide
Corrections.

Department of CorrectiorSCA should convene a workgroup to develop an
updated working agreement with the DOC WCCW similar to the one adtiat
2000 between the then Region 5 CA Regional Administrator and the
Superintendent of WCCW. It is recommended that: 1) be a broader inter
department agreement. 2) The work group should also include participatiof
representatives from the Office of Atney General and attorneys working
with clients involved in dependency matters. 3) The agreement should cov
collaborative protocols for screening of participants eligible for the Residen
Parenting Program (RPR) at the Purdy facility as well asdrtesfor
screening pregnant inmates who are not eligible for the program and for wi
post-delivery caretaking arrangements may or may not need to involve
/| KAt RNBY Q& ! RYAYAAUNI GA2Yyd® ¢ KA A Y| Compkted/Statewide
staff to be availabléo consult with WCCW staff on RPR screening committe
meetings and inmate Infant Care Plan development even if not involving a
client having an active case with CA to the extent such involvement is
authorized by law. 4) The workgroup should consider idiginty interagency
liaisons within CA and DOC that have dedicated responsibilities outlined in
agreement. 5) The agreement should provide a clear understanding of role
and responsibilities for both WCCW and CA staff regarding information
inquiries, thespecific types of information that can be shared within current
legal authority, and case staffing protocols. Once a formalized interagency
working agreement is completed, it should be made available to all CA staf
an online reference document.

Private OrganizationCA office should include a plan to increase
communication with the local hospital following an intake regarding abuse | Completed/office
and/or neglect originating at a hospital.
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PARTNERSHIPS WICBMMUNITYPROFESSIONALS

Private OrganizatioAThe DCFS Area Admstrator should initiate contact with
the local medical facility identified during the review where staff experience
difficulty getting direct contact with medical providers. The goal should be tt Completed/office
engage in dialog to explore ways to improve informatioarstg as permitted
by RCW 26.44 and to explore opportunities for agency cross training.

Private OrganizationCA and private agencies need to have the ability to fre
exchange information about foster care applicants' previous licerdasals,
findings, and background checks. The committee recommends changing | Completed/Statewide
statutes that limit this exchange of information to all this to occur. See RC
74.15 and 26.44.031 (4) and 13.50.100 (11)

Native American Trib&hecurrg’ i G¢aSY2 NI yRdzy 2F |y
GKS ¢dzf F AL ¢NROSAa 2F 21 aKAay3idz2y
Sharing Responsibility in Delivering Child Welfare Services to Children of t| In Process/Region
Cdzf F £ AL ¢NAROS&E aKz2dzZ R 0SthéBledand SR
NEBalLRyairAoAt AGASa 2F dGNARolf FyR /K

Native American TriBeCA continue to work on establishing an updated form
Memorandum of Agreement (MOA) between The Puyallup Tribe of Indian
and CA for sharing responsibility in delivering child welfare services to child
of the Puyallup Tribe. A local agreement should clearly establish the roles { In Process/Region
responsibilities of tribal social services and CA social workers working toge
to provide serices, include procedures for staffing and transferring cases, g
expectations for documenting case planning decisions.

Native American TribeCA should continue with the current efforts in Region
North[1] to complete agreements designed to clarify the roles and
responsibilities of the Tribes and CA to enhance coordination and caigrera| In Process/Region
between the Tribes and CA in providing appropriate child welfare services
Indian children to meet their safety and wékking needs

INTERSTATE AGENCIE®Ilore opportunities for developing working

relationships with the chilgvelfare agencies in the nedry neighboring state ComplEiEehsies

INTERSTATE AGENCI®Sen Child NeaFatality or Fatality reviews involve
families with a history of receiving child welfare services from states in add
G2 2 akKAy 3 2yiastrdtiéhsHolkd\aBabi3i&infdrkatiesharing | Not Implemented
agreements with the other states. The agreements should allow for the
exchange of Child Ne&atality and Fatality reports between the involved
states and possible reciprocal participation in reviews
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PARTNERSHIPS WITEMMUNITYPROFESSIONALS

Community The Committee recommends CA establish a lower Klickitat Co
CPT/LICWAC that meets a minimum of one time per month. The purpose ¢
this CPT/LICWAC would be to provide a local staffing resource with knowlg
of the local communitynd people.

Completed/office
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PROVIDHRAINING

Domestic Violeneénvite a local DV advocacy center to join CPS at a unit

meeting and discuss the different forms and patterns of DV. SempIEEeloiEs

Domestic Violenedue to the high canccurrenceof domestic violence and

child maltreatment and the importance of accurate assessment for child

safety purposes, DV training for CA staff is recommended on an ongoing
basis as an adjunct to the CA SW Practice Guide to DV.

In Process/Statewide

Domestic Vience Complete comprehensive tperson training for all CA
staff about domestic violence. Training should include information about
impact of domestic violence on children; and assessing for violence
perpetrated by extended family members.

In ProcestStatewide

Domestic Violenedecause the identification of domestic violence is critig
when making case decisions intended to increase safety for children, on
going training and regular consultation on domestic violence for CA staff| In Process/Statewide
recommended. TrAy Ay 3 &dK2dzZ R | RRNBada K2y
Practice Guide to Domestic Violence and assessing safety threats to chi

Domestic Violencélrovide all CA social workers and supervisors with
training about domestic vience. The Committee further recommends:

w LYyg@aasS I GSFY 2F LINRPFTSaaAirzylfa
enforcement, medicine, mental health and domestic violence to participa
in the development of the training curriculum and to participatehe In Process/Statewide

training events.

w ¢KS GNIFXAYyAy3a akKz2dZ R LINRY23GS (K
domestic violence agencies and encourage social workers to consult wit
domestic violence advocates when working with families impacted by
domestic violence.

Domestic Violenedhe Committee recommends all social workers read a
RA&Odzaa GKS {20AFf 22NJ SNN& t NI Of Completed
completion of the Regional Core Training (RCT).

Decision Makingthe CR 2 dzLISNIZA a2 NE 62NJ Ay 3
Administration office where this case was assigned receive additional
training on how to guide CPS social workers in gathering information ab¢ Completed/office
the subjects of CPS investigations and how to fully utilize the Stacttu
Decision Making® tool in case planning.

Solution based Casewerthe Committee recommends the unit assigned a
the time of the fatality receive additional training related to the creation aj Completed/office
monitoring of Solution Based Casework (B&Ge plans.
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PROVIDHRAINING

Safety CA is planning to provide additional staff training on safety

assessment and planning. The Committee recommends the training incl
an emphasis on the importance of information gathering when assessing
safety aml suggests this case as a good training example.

Completed/Statewide

Safety all DLR licensors receive training on the safety concerns associat
with DE rooms (e.g., potential hanging hazards, facility policies regarding
use of the DE room, and thability to maintain line of sight supervision for
children placed in the DE room). The committee noted the current check
did not require DLR to inspect the DE room for safety and visibility conce

Not Implemented

Safety The Committee recommendedA provide all CA social workers wit
a concise guide of what to look for when completing an initial home visit| In Process/Statewide
subsequent health and safety checks.

Safety Develop and provide social workers with training on the risk and
prevertion of childhood injuries. The Committee recommends CA consid
using existing training materials readily available from organizations
promoting injury prevention

In Process/Statewide

Safety The Committee recommends social workers receive and
demonstiate a strong understanding of the safety planning process prior| Completed/Statewide
the carrying of cases and the completion of Regional Core Training (RC]

Safety The Committee recommends all social workers receive and
demonstrate a strong understaing of the safety assessment and safety
planning process prior to the carrying of cases and the completion of
Regional Core Training (RCT).

Completed/Statewide

Safety The Committee recommends social workers receive and
demonstrate a strong understairty of the safety planning process prior tg In Process/Statewide
the carrying of cases and the completion of RCT.

Safety The Committee recommends all social workers receive and
demonstrate a strong understanding of the safety assessment and safet
planning process prior to carrying cases and at the completion of Region
Core Training (RCT)

Completed/Statewide

Safety The Committee recommends social workers receive an annual

refresher training regarding safety planning. T
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PROVIDHRAINING

Safety The Committee recommends all CA social workers receive an ani
refresher training regarding the completion of safety assessments and si; In Process/Statewide
plans.

Safety The Committee recommends all CA social workers receive an an

refresher traning regarding safety planning. [ PesEesSEian b

Safety The Committee recommends all CA social workers receive an an
refresher training regarding the completion of safety assessments and si; In Process/Statewide
plans.

Safety TheCommitt S y2GSR /1 Qa {I FSié& CNI
information gathering, assessing, and analyzing and planning for safety
throughout the life of a case and focuses on a comprehensive family In Process/Statewide
assessment. It is recommended that a review of Child Safety Framework
provided to all staff.

Safe Sleefinfant safe sleeping training should be available to CA staff. T
training curriculum should be standardized and include information on hg
G2 S@lrtdad GS Iy AyTlIyldQa careghv&dihaSy
discussion about safe sleep, and risk factors known to increase the risk| Completed/Statewide
Sudden Unexpected Infant Death (SUID) and Sudden Infant Death Sync
(SIDS). Curriculum should also address the distinction between SUID a
SIDS and the imphtions for CPS investigations.

Safe SleefProvide training on infant safe sleeping practices and infant

growth and development to all CA social workers. SEPIEER SRS

Mental Health/Chemical Dependendyental health and chercal
dependency trainings should include a focus on the need to include detg In Process/Statewide
collateral information with the referral to a provider.

Mental Health/Chemical DependenyA should consider exploring a
"continuing education" requiremnt system whereby social work staff wou
be required to receive training on mental health, DV and chemical
dependency every few years rather than only offering optional training.

In Process/Statewide

Chemical Dependenc@A will review the existing sulasice abuse training
curriculum to ensure staff is receiving current and sufficient information

about methadone. CA will consider offering additional substance abuse gl S
training.
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PROVIDHRAINING

Chemical DependencgA will review the existing substanaieuse training
curriculum to ensure staff is receiving current and sufficient information
about methadone. CA will consider offering additional substance abuse
training.

Completed/Statewide

Substance Abuse/Methadonéhe Committee recommends that CAieav
the curricula of both basic and advanced substance abuse trainings offe
to CA staff for consideration of adding specific information as to assessil| In Process/Statewide
safety of young children in the care of methadone using (prescription or
illicit use) caretakers.

Placement Decision€A should continue to reinforce with SW's and FTDN\
facilitators the importance of evaluating the possible impacts to a child b
placed, as well as the impact the placement might have on children alred
in the home (e.g., the biological children of relative caregivers). Promoti¢ Completed/Statewide
of this concept should continue to occur annually in statewide CA trainin
available to social work and program staff, such as the "Lessons Learne
presentation held around the state.

G[ Saaz2y &CA sBdultldfcsrpotate the following practice issues int
any future "Lessons Learned from Cliiltalitie$ presentations for CA staff
(1) making purposeful effort to find out why a parent does not have care
and/or custody of other biological children, including making contact with
the custodial parent or relative caregivers; (2) giving deliberate
consideration to referring a marijuana using parent for substance abuse
assessment when that parent has any past diagéor substance
abuse/chemical dependency issues, especially if theycocar with mental
health and DV issues.

Not Implemented

G Saazya/ KEt RMBROE ! RYAYAAUNI GA2
about lessons learned from Child Nézatalityand Fatality reviews. The
training should include an emphasis on collateral contacts, accurate Completed/Statewide
documentation, verifying information, and collaboration with contracted
providers.
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